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Piromen. 


“(BACTERIAL POLYSACCHARIDE) 


for the effective control 
. of a wide variety of ALLERGIES 
and DERMATOSES 


Every day more physicians are discovering the early 
clinical benefits effected by the administration of Piromen, 
employed either as a specific, 
or concomitantly with other drugs. 
Piromen is a biologically-active bacterial polysaccharide 
which produces a marked leucocytosis and a stimulation 
of the reticulo-endothelial system. It is nonprotein, 
nonantigenic, and may be employed safely 
within a wide range of dosage. 
Piromen is prepared in stable colloidal dispersion 
for parenteral use. It is supplied in 10 cc. vials containing 
either 4 gamma (micrograms) per cc., or 10 gamma per cc. 
For a comprehensive booklet detailing the use 
of this new therapeutic agent, 
merely write “Piromen” on your Rx and mail to— & 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 


*Trade Mark 
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LIQUID and CAPSULES 


for the common hypochromic and 
_ hyperchromic anemias; nutritional and 
megaloblastic anemias of pregnancy, 
pellagra and sprue. 


Provides comprehensive therapy with 
Iron, Liver and Vitamins, including 
Vitamin By2. 


THE S. E. MASSENGILL COMPANY -« Bristol, Tennessee 
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Each ce. contains: 
Dihydrocodeinone Bitartrate 0.365 mg. 


Orthoxine (methoxyphenamine,* 
Upjohn) Hydrochloride ......3.38 mg. 


Hyoscyamine Hydrobromide . . . 0.02 mg. 


* Beta -(ortho-methoxy phenyl )- 
isopropyl- methylamine 


Available in pint and gallon bottles 


The Upjohn Company, Kalamazoo, Michigan 


Upjohn 


cough control 
plus 


bronchodilatation: 


Orthoxicol 


Trademark Reg. U.S. Pat. Off. 
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Ist Lieutenant 


Lloyd LL. Burke 


U.S. Army 


Medal of Honor 
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Tue RED KOREAN strongpoint 
had stalled our attack; Lieutenant 
Burke saw that a breakthrough must be 
made. Rallying 35 men, he crept close to 
the enemy bunkers. He laid down a 
grenade barrage. Then he ran forward 
to an exposed knoll and opened a one- 
man pitched battle. He turned a light 
machine gun into the Red position. He 
caught live enemy grenades in mid-air 
and threw them back. Once he killed 
three men with his pistol. Before sunset 
Lieutenant Burke and 35 men had de- 
feated 300. The lieutenant says: 


“Every day, men who fought in Korea 
are coming home. They’re finding jobs— 
partly because they and you and I own 
nearly 50 billion dollars’ worth of U.S. 
Defense Bonds. For Bond savings— 
which protect our families financially— 
are also building a great backlog of 
national prosperity. Reason enough for 
investing in Bonds—don’t you agree?” 


* * * 


Now E Bonds earn more! 1) All Series E 
Bonds bought after May 1, 1952 average 3% 
interest, compounded semiannually! Interest 
now starts after 6 months and is higher in the 
early years. 2) All maturing E Bonds auto- 
matically go on earning after maturity—and 
at the new higher interest! Today, start invest- 
ing in better-paying Series E Bonds through 
the Payroll Savings Plan where you work! Or 
inquire at any Federal Reserve Bank or 
Branch about the Treasury’s brand-new Bonds, 
Series H, J, and K. 


Peace is for the strong! bor peace and prosperity 


save with U.S. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America, 


March 1953 
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Just 1 or 2 Pentids Tablets t.i.d. are particularly effective ... 
convenient, easy-to-take . . . cause fewer side effects ... and are 
less than 1% the cost of the newer antibiotics. 


Bottles of 12 and 100. 


. 
formulated for convenient t.i.d. dosage Pe nt i a - 


Squibb 200,000 Unit Penicillin Tablets 


"PENTIDS’ IS A TRADEMARK OF E. R. SQUIBB & SONS 


5 3 
oral penicillin t.i.d. 

\ 

D 

for the more common bacterial infectious diseases 
QY 7 

Al 
SQuiss 
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due to sensitive organisms 
respond promptly to therapy . et 
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two 
outstanding 
reasons why 


is so highly effective 
_for the persistent, dry 
and unproductive cough 


TPN Dihydrocodeinone is used (in equivalent dosage) 
+ instead of codeine, for its exceptional freedom 

a from such side effects as nausea, vomiting, 

some constipation and retention of sputum. 


Pyra-Maleate? the highly effective antihistaminic, 
is included in the formula, for suppression of the 
allergic manifestations which frequently complicate 
the common cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


Each fluidounce of PYRALDINE contains: 
Dihydrocodeinone bitartrate (Warning: May be habit forming). . % gr. 


Pyra-Maleate® (Brand of Pyrilamine Maleate). 75 mg. 


In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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For 
the patient 
under 
tension 


Trasentine-Phenobarbital 


(brand of adiphenine) 


relief of smooth-muscle spasm, easing of pain 


Worry, anxiety, fear—such 
“pressures” often account for 
visceral spasticity. To offset 
them, Trasentine-Phenobar- 
bital provides mild sedation— 
as well as effective spasmoly- 
sis, rapid relief of pain. 


Whenever you suspect a 
psychosomatic factor in vis- 
ceral spasm, Trasentine-Phen- 
obarbital is a logical prescrip- 
tion. Each tablet contains 50 
mg. Trasentine hydrochloride 

potted and 20 mg. phenobarbital. Bot- 
F . , tles of 100 and 500. Ciba Phar- 
maceutical Products, Inc., 
Summit, New Jersey. 


Giba 
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the patient responds 


4 


The only valid test 
of an antibiotic's 
efficacy is 


the patient's response 


Bicillin 


meets this test 


to therapy 


Now thoroughly evaluated in many thousands of successful ther- 
apeutic trials, BICILLIN takes its place as an outstanding form of 
the basic antibiotic, penicillin 


BICILLIN brings to penicillin therapy new dimensions of reli- 
ability . . . of persistence of blood levels... 


Tablets that enable effective penicillin therapy on only 2 tablets 
per 24 hours 


The only fluid oral penicillin that is not only effective, but also 
palatable, stable and ready to use 


Oral forms that do not require a buffer against gastric juices; 
are taken regardless of mealtimes without loss of potency 


Injection that produces penicillin blood levels for 2 weeks with 
a single dose 


For broad-spectrum therapy: BICILLIN-SULFAS . . . BICILLIN with 
SULFOSE™, Wyeth's exceptional triple sulfonamide. 


PHILADELPHIA 2, PA. 


Wjeth 
®) 
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HIGHLY SUCCESSFUL — Extensive clinical 
investigations have yielded successful results 
with Milibis vaginal suppositories in 97 per cent 


of cases of trichomonal, monilial, bacterial 


MILIBIS suerositories 


Supplied in boxes of 5, each suppository containing 0.25 Gm. of 
Milibis in a gelatin-glycerine base. 


~ and mixed vaginal infections. 


RAPID RESPONSE — 
In most instances, 5 Milibis vaginal suppositories, 
one inserted every other night, proved sufficient. 


New Yorw 18, N.Y. Winosoa, Ont 


Milibis. trademark reg. U.S. & Canada, brand of bismuth glycolylarsanilate 
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PENTRESAMIDE-250 Tablets combine sulfadiazine, 0.2 Gm.., 
sulfamerazine, 0.1 Gm. and sulfamethazine, 0.2 Gm. with 
potassium penicillin G, 250,000 units. 


Cooperative action of penicillin 


and three sulfonamides is achieved with 


Pentresamide 


SUPPLIED IN BOTTLES OF 60 AND 250 TABLETS (SLOTTED) 


Simultaneous administration of three of the most soluble and least toxic 
sulfonamides reduces to a minimum the danger of renal toxicity. 
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h PENTRESAMIDE-250 speeds recovery from systemic infections, 
particularly when the invading organism is more sensitive to 
penicillin and sulfonamides combined than to either alone. 


TABLETS TRIPLE SULFONAMIDE WITH PENICILLIN — ( SHARP 
DOHME 


The dependable oral therapy 


for prompt control of susceptible systemic 


bacterial infections 


Sharp & Dohme 


Philadelphia 1, Pa. 
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A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief 
from mental and emotional distress is clearly demonstrated 
in this case history—reported by a Philadelphia general practitioner, 


Patient: C.R. (shown in photos on opposite page), age 52. 
"He came to me ... complaining of weakness, pain in his left 
shoulder and left arm, loss of interest in his work, and 


'figgityness'. He felt a ‘cloudiness in his mind', associated” 
with secret, insidious fears that some serious mental 
illness was impending." [His brother has had a definite 
psychiatric ailment.] "He was very pallid and anemic ... 
with hypotensive cardiovascular disease." 


A cardiologist made two EKG studies and reported (incorrectly 
that they showed "... no evidence of coronary insufficiency 
. Then, one day about 2 years ago, the patient suffered a 
coronary attack." He was unable to work for 3 months. 


Medical Treatment: "5 months after the coronary attack, I 
cautiously began using $-tablet doses of 'Dexamyl', to relieve 
his persistent psychic uneasiness. I saw him daily to check 
on side effects. There were none. The dosage was gradually 
increased to 1 'Dexamyl' tablet, t.i.d." 


Results: " 'Dexamyl' was used here in a true cardiac case 
of active pathology. There were absolutely no side effects. 
The patient singled out this tablet immediately as the one 
that freed his mood ... made his existence tenable." 


S.K.F.), 5 mg.; amobarbital (Lilly), 44 gr. Each 5 cc. 
teaspoonful of the elixir is the dosage equivalent of one tablet. 


12 
these 
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to relieve anxiety, depression and inner tension _ on 
Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfalay 
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These unposed photographs of patient C.R. were snapped during an actual interview 


with his phy: 
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history of th: 
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suspicious 
silhouettes 
in 
diabetes 


detection 


Every overweight patient presents grounds 
for suspicion of diabetes. “. .among 1,900 
men whose diabetes began after age 35, 
more than 80 per cent were overweight 
(5 per cent or more above average weight 
for age) before the onset of the disease.””! 
In a recent survey the incidence of diabetes 
was found to be 5.7 per cent in individuals 
over 35 who were 10 per cent or more 
overweight: among those whose weight 
was normal or below normal, only 2.4 per 
cent were diabetic.” 


When a “suspicious silhouette” is seen, the 
physician suspecting diabetes can quickly 
and easily test for urine-sugar with 
Clinitest (Brand) Reagent Tablets. The 
test is simple, reliable and direct-reading. 
It is compact and portable, requiring no 
special apparatus and no external heating. 


Clinitest Urine-sugar Analysis Set 

No. 2155 UNIVERSAL MODEL 

Plastic carrying case containing Clinitest Reagent 
Tablets (sealed in moisture-proof foil), test 
tube, dropper, instructions, analysis record and 
Clinitest Color Scale. 


1. Desirable Weights for Men: Metropolitan Life Insur- 
ance Company, Pamphlet T5044, March 1951. 


2. Look for Diabetes, Federal Security Agency, Public 
Health Service. Pamphlet GPO 83-34064. 


CLINITEST 


BRAND - REG. U.S. PAT. OFF. 


to detect urine-sugar 


COMPANY, INC., ELKHART, INDIANA (, \' Ames Company of Canada, Ltd.. loronto 44452 
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CREME, WARREN-TEED 


your patient, you want ageinst secondary 
tion . . . a.pH adjusted to normal skin . . . Tegumin Creme will 
give that protection. 


you and your ‘gallant will the way Tegumin 
‘Creme dries almost instantly and does not flake or rub off easily 
. its vanishing-type bland base encourages easy application. 


Irrespective of the etiology . . . allergic, pyogenic, fungal 
. the action of Tegumin Creme combines the desired 

properties of an antihistaminic, anesthetic and a 
Prescribe Tegumin by Warren-Teed. 


THE WARREN-TEED 


Portland, Ore. @ Los 


af 
15 
relieves itching i ... Protects against 
secondary infection . . . pH adjusted to normal skin 
; Your patient demands speedy, lasting relief from ii thing 
Teaumin Creme will aive that relief. 
ce tubes, in lions. of } 
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Major Carl L.Sitter, wa 


Medal of Honor 


THE HILL WAS STEEP, snow-covered, 600 feet 
high. Red-held, it cut our lifeline route from 
Hagan-ri to the sea; it had to be in our hands. 

Up its 45-degree face, Major Sitter led his 
handful of freezing, weary men—a company 
against a regiment! The hill blazed with 


enemy fire. Grenade fragments wounded the 
major’s face, chest, and arms. But he con- 
tinued heading the attack, exposing himself 
constantly to death, inspiring his men by his 
personal courage. After 36 furious hours the 
hill was won, the route to the sea secured. 
Major Sitter says: 


“Fighting the Commies in Korea has taught 


me one thing—in today’s world, peace is only 
for the strong! The men and women of 
America’s armed forces are building that 
strength right now. But we need your help— 
and one of the best ways you can help us is 
by buying United States Defense Bonds. 


“So buy bonds—and more bonds—starting 
right now. If you at home, and we in the 
service, can make America stronger together, 
we'll have the peace we’re working for!” 


* * * 


Remember, when you’re buying bonds for national de- 
fense, you’re,also building a personal reserve of cash 
savings. Remember if you don’t save regularly, you 
generally don’t save at all. Money you take home usu- 
ally is money spent. Sign up today in the Payroll 
Savings Plan where you work, or the Bond-A-Month 
Plan where you bank. For your country’s security, and 
your own, buy U. S. Defense Bonds now! 


Peace is for the strong... 
Buy U S Defense Bonds now! 


The U. S. Government does not pay for this advertisement. It is donated by this bl 
the Advertising Council and the Magazine Publishers of America, 
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other spasmolytic. Four forms, useful. 
in gastrointestinal, urinary, biliary or 


hyoscine hydrobromide 0.0065 mg., 
phenobarbital ("4 gr.) 16.2 weg 


Phenaphen with 
Codeine ‘Robins’, through the multiple 
Synergism of its ingredients, provides 
safe analgesia... with 
ah equally essential control of the 


A. H. ROBINS CO., INC. 
‘ 


Phenaphen — !n each copsule — 


Aspirin 162 mg. 
Phenacetin 194 mg. (3 ge) 
Phenobarbital 16.2 mg. (% oF 


Hyoscyamine Sulfate 0.031 mg. (‘ooo gt 


entire pain-reaction pattern. Phenaphen with Codeine Phosphate Gr. 


(Phenaphen No. 2) 


Phenaphen with Codeine Phosphate 2 Gr. 
(Phenaphen No. 3) 


for the patient in the double grip of sag 
AIN and of EMOTIONAL REACTION to pain 
5 
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ACTHAR 


(IN GELATIN) 


Administered as Easily as Insulin: 
Subcutaneously or intramus- 
cularly with a minimum of 
discomfort. 


Fewer Injections: 
One to two doses per week in 
many cases. 


Rapid Response, Prolonged Effect : 
Combines the two-fold advan- 
tage of sustained action over 
prolonged periods of time with 
the quick response of lyophil- 
ized ACTHAR. 


Much Lower Cost: 
Recent significant reduction in 
price, and reduced frequency of 
injections, have increased the 
economy of ACTH treatment. 
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In Bronchial Asthma 


—an Effective Treatment 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


ACTH continues to be foremost in the 
treatment and management of intract- 
able bronchial asthma. ACTH has 
been dramatic in relieving acute 
paroxysmsof bronchial asthma; periods 
of complete freedom lasting for several 
weeks or months have been induced 
by a single course of ACTH therapy."® 


In 5 patients with chronic intractable 
asthma treated with ACTH or corti- 
sone, incapacitating attacks were 
avoided and an asymptomatic state 
was restored. ACTH seemed to bring 
about more uniform results than corti- 
sone.* “A long-acting preparation of 
ACTH in gelatin gave the best results 
and required the smallest dosage.’’® 


HP*ACTHAR Gel, the new repository 
ACTH, provides complete convenience 
and ease of administration in short- 
term treatment of bronchial asthma. 


(1) Bordley, J. E., et al.: Bull. Johns Hopkins 
Hosp. 85: 396, 1949; (2) Rose, B., et al.: Canad. 
M. A. J. 62: 6, 1950; (3) Randolph, T. G., and 
Rollins, J. P.: In Proceedings of First Clinical 
ACTH Conference, edited by J. R. Mote. Phila- 
delphia, The Blakiston Co., 1950, p. 479; (4) 
McCombs, R. P., et al.: Bull. New England M. 
Center 12: 187, 1950; (5) Baldwin, H. S., and 
DeGara, P. F.: J. Allergy 23: 15, 1952; (6) 
McCombs, R. P.: New England J. Med. 247: 1, 
1952. 


*Highly Purified. ACTHAR® is the Armour Lab- 
oratories Brand of Adrenocorticotropic Hormone— 
ACTH (Corticotropin) 


AA. THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 
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a 3-way attack on intranasal infection 


‘Drilitol’ provides 


Vol 


1. double antibiotic action 


‘Drilitol’ contains 2 antibiotics—anti-gram-positive gramicidin and 
anti-gram-negative polymyxin—to attack bacterial infection. 


2. decongestive action 


‘Drilitol’ contains the vasoconstrictor—Paredrinet Hydrobromide— 
to relieve intranasal congestion. 


3. anti-allergic action 


‘Drilitol’ contains the antihistaminic—thenylpyramine hydrochloride— 
to counteract local allergic manifestations. 


Wi 


‘Drilitol’ is indicated for the treatment of common upper respiratory tract 
disorders such as: rhinitis, nasopharyngitis, bacterial colds, sinusitis, 
coryza and allergic rhinitis. 


Drilitol” 


antibiotic, decongestive, anti-allergic 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
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in prescribing, 


be sure to specify: C. 


‘Drilitol Spraypak’ 


OR 


‘Drilitol’ Solution 
S bitten. 
4 5 w dag 
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New exclusive features, advanced styling, long term economy 


New steeline design embodies the practical suggestions of scores of practitioners 
and specialists throughout the nation. Note these features: The new table 
top has floating body support; formed by foam rubber cushion over a shaped 
foundation—real comfort for the patient. Convenient drawer under head end 
holds paper sheeting roll, or blood-pressure instrument, etc. Retractable heel 
stirrups; adapter for Bierhoff crutches also available. Built-in, rectractable 
stainless steel intravenous arm rest also provides convenient shelf for blood- 
pressure instrument, supplies, etc. Electrical outlet conveniently located at 
end of table. Cabinets feature magnetic door latches, crystal glass shelves and 
glass door panels set in rubber. Suction-pressure unit is available for all cab- 


standard five-piece group. 


A. S. ALOE COMPANY ; 
Send your Free 4-color brochure with information ' 
regarding New Steeline Treatment Room Furniture. i 

NAME __ 
STREET 
CITY STATE 


inets. Bottoms of drawers are cork-lined. Tops of all 
treatment cabinets are of Textolite, acid-proof, easy 
to clean plastic surfacing material. Illustration shows 


a. s. aloe company 
AND SUBSIDIARIES 
1831 Olive Street — St. Louis 3, Missouri 
LOS ANGELES 15, Californio, 1150 S$. Flower St. 
SAN FRANCISCO 5, California, 500 Howard St. 
MINNEAPOLIS 4, Minnesota, 927 Portland Ave. 
NEW ORLEANS 12, Louisiana, 1425 Tulane Ave. 
KANSAS CITY 2, Missouri, 4128 Broadway 
ATLANTA 3, Georgia, 492 Peachtree St., N. E. 
WASHINGTON 5, D.C.,150] Fourteenth St.,N. W- 
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for relief of 


ARTHRITIS 


and allied disorders 


BUTAZOLIDIN: 


brand of phenylhi 


NEW SYNTHETIC NON-HORMONAL 
A totally new concept in management of rheumatic disorders, treatment with 
BUTAZOLIDIN offers a combination of clinical advantages not shared by any other agent. 
Relieves pain in approximately 3 of every 4 cases within a few days of commencing treatment 


Produces functional improvement in many cases by reducing swelling and spasm and increas- 
ing mobility 


Has favorable effect in virtually all forms of arthritis and many types of painful musculo- 
skeletal disorders 


Maintains effectiveness for as long as treatment is continued 


Effective by mouth, thus well adapted to routine use in either bedridden or ambulatorv patients 


In order to secure optimal results with mini aal risk of side 

reactions physicians are urged to send for the brochure 

“Essential Clinical Data on BuTazo.w1n” and other inform- 
_ ative literature. 


ButTazouip1n® (brand of phenylbutazone) is available as coated tablets of 200 mg. and 100 mg. 


A selection from the bibliography on BuTaAzouipin...(1) Freyberg, R.; Kidd, FE. C., and Boyce, K. C.: Studies of 
Butazolidin and Butapyrin in Patients with Rheumatic Diseases. Paper read before the Annual Meeting of the American Rheuma- 
tism Association, Chicago, June 6, 1952. (2) Kuzell, W.C., and others: Phenylbutazone (B lidin) in Rhe toid Arthritis 
and Gout, J.A.M.A. 149 :729, 1952. (3) Kuzell, W. C., and Schaffarzick, R. W.: Butapyrin in Gout, Stanford M. Bull. 9 :194, 1951. 
(4) Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Butazolidin), Bull. Rheumat. Dis. 3:23, 1952. (5) Kuzell, W. C., 
and Schaffarzick, R. W.: Phenylbutazone (Butazolidin) and Butapyrin in Arthritis and Gout, California Med. 77:319, 1952. 
(6) Smith, C. H., and Kunz, H. G.: in Rhe toid Disorders, J. M. Soc. New Jersey 49 306, 1952. (7) Stein- 


brocker, O., and others: Phenylbutazone Therapy of Arthritis and Other Painful Musculoskeletal Disorders, J.A.M.A,. 150 :1087, 
1952. (8) Stephens, C. A. L., Jr., and others: Benefits and Toxicity of Phenylbutazone (B )® in Rhe id Arthritis, 
J.A.M.A. 150 :1084, 1952, 


GEIGY PHARMACEUTICALS 
ely Division of Geigy Company, Inc., 220 Church St., New York 13, N.Y. 
In Canada: Geigy (Canada) Limited, Montreal 
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“estrogen- 
androgen 
combination” 


for 


easier, 


smoother 


menopausal 


therapy 


GYNETONE 


GYNETONE,* a new convenient combination of 
1 mg. Estradiol U.S.P. and 10 mg Methyltestosterone U.S.P. 
in tablet form, provides prompt, uncomplicated relief from 
menopausal symptoms. 

Synergistic and additive actions, as well as virtual 
elimination of the occasional side effects attending the use of 
either hormone alone, are assured by GYNETONE. 


Available in bottles of 30 and 100 tablets. 


*T.M. 


CORPORATION 
BLOOMFIELD, N. J. 
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| the menstrual eye 


PREVENTS SYMPTOM-PRODUCING WATER 
RETENTION... RELIEVES VASCULAR CON GESTION 


Premenstrual tension is characterized by 
one or more of the following symptoms 
during the week before the menstrual 
flow begins: nervousness, irritability, 
breast tenderness, low backache, thirst 
and bloatiness. 


neo Bromth is nontoxic, non-hormonal 
therapy. Each 80 mg. tablet contains 
50 mg. of a new compound, pamabrom 
(2-amino-2-methyl-l-propanol 8- 


neo Bromth’ 


Brand of Bromaleate, Brayten 


bromotheophyllinate) and 30 mg. of 
pyrilamine maleate. 

Dosage: 2 neo Bromth Tablets twice 
daily (morning and night) beginning when 
symptoms usually occur (5 to 7 days 
before onset of menses). Discontinue at 
onset of flow. 

neo Bromth is supplied in bottles of 100 
tablets, on prescription only, at all leading 
prescription stores. 

1. Bickers, W.: To be published. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
Specialties For The Medical Profession Only. 
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~The NEW preparation — 
specifically designed for 
| 


— 


a more soluble, single sulfonamide 
with a wider antibacterial 


spectrum. No need for 


alkalies — no record of renal 


blocking... GANTRISIN®*ROCHE' 


3 
4 
| 


NOW -- Gantrisin plus penicillin 
in a single tablet...Gantricillin™ 
"Roche'...provides 0.5 Gm of this 


more soluble, single sulfonamide 


and 100,000 units of penicillin. 


| | 


Vol. 46 No. 3 SOUTHERN MEDICAL JOURNAL 


ACETATE 
(CORTISONE ACETATE, MERCK) 


The many 
indications for 
CorTONE lughlight 
its therapeutic 
umportance in 


everyday practice 


Primary Site of Pathology and Indications 


1. EYE—Inflammatory eye disease. 2. NOSE—Intractable hay fever. 3. LARYNX—Laryngeal 
edema (allergic). 4. BRONCHI—Intractable bronchial asthma. 5. LUNGW— Sarcoidosis. 
6. HEART—Acute rheumatic fever with carditis. 7, BONES AND JOINTS—Rheumatoid 
arthritis; Rheumatoid spondylitis; Acute gouty arthritis; Still’s Disease; Psoriatic arthritis. 
8. SKIN AND CONNECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic dermatitis; 
Disseminated lupus erythematosus; Scleroderma (early); Dermatomyositis; Poison Ivy. 
9. ADRENAL GLAND—Congenital adrenal hyperplasia; Addison’s Disease; Adrenalectomy 
for hypertension, Cushing’s Syndrome, and neoplastic diseases. 10. BLOOD, BONE MAR- 
ROW, AND SPLEEN—Allergic purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.t 11. LYMPH NODES—Lymphosarcomat; Hodgkin’s Diseaset. 
12. ARTERIES AND CONNECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic Syndrome, without uremia (to induce withdrawal diuresis). 14. VARIOUS TISSUES 
—Sarcoidosis; Angioneurotic edema; Drug sensitization; Serum sickness; Waterhouse-Frider- 
ichsen Syndrome. 


{Transient beneficial effects. 


CorTONE is the registered 
trade-mark of Merck & Co., 
Inc. for its brand of cortisone. 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
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A Practical Approach 
To the Treatment of Circulatory Disorders 


Hydergine is not toxic . .. it can be used in a wide dosage range. 


BLOOD PRESSURE — mm/ 


Hyderg ine is an efficient hypotensive agent .. . it reduces peripheral 
resistance and aids in healing ischemic ulcers. 


Hydergine does not increase heart rate in circulatory disorders... 
instead it produces a beneficial slowing via vagal action ef 
. .. and so reduces the heart load. ne 


In the management of Peripheral Vascular Disease 


®@ relief of pain, increased walking ability, 
feeling of well-being 


@ healing of ischemic ulcers 

@ increase in skin temperature 

® less susceptability to cold 

@ increased amplitude of pulsation 


@ aiter 
HYDERGINE Therapy 


before i 


Healing of gangrenous lesions due 
Therapy 


to peripheral vascular diseas®. 
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In the management of hypertension 


‘ Benefits: 
| a @® improved sense of well-being, relief of headache, dizzi- 
ness, tinnitus, fatigue, etc. 
efficient hypotensive action 
x slowed cardiac rate reduces load on heart 
: 
@ relaxed retinal arteriolar spasm 
120 


X—RESTING PRESSURE BEFORE INJECTION 
Y—PRESSURE ‘% HOUR AFTER INJECTION 
SYSTOUC PRESSURE 
«DIASTOLIC PRESSURE 


BLOOD PRESSURE 
MM HG 


Effect of intravenous administration of 0.3 —. 
of Hydergine in hypertension. A.) Average fall 
B.P. in benign hypertensives (41 cases) with mini- 
mal arteriosclerosis and good renal function; B.) 
fall of B.P. in a representative case of malignant 
hypertension. 


HEART RATE 
PER MIN 


HYDERGINE 3CC IM 


1 30 50 70 90 H0 130 150 170 
MINUTES 


Effect of Hydergine on the blood pressure and heart rate 
in a case of essential hypertension — moderate but last- 
ing reduction of both systolic and diastolic blood pressure. 


DIHYDRO- | DIHYDRO- 
ERGOCORNINE ERGOCRISTINE 


0.1 mg. 0.1 mg. 


Hydergine consists of equal parts 
of purified D — H alkaloids as methanesul- 
fonate salts. (1 cc. ampul contains 0.1 mg. of 
each component.) Hydrogenation of these 
alkaloids increases adrenergic blocking action 
and provides a vasodilator effect. 


DIHYDRO- 
ERGOKRYPTINE 
0.1 mg. 


Lack of toxicity and wide flexibility of dosage 
mark Hydergine as unique among many 
hypotensive agents. 


At present, Hydergine is available in parenteral form. For complete 
information on administration and dosage, write to: 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC., NEW YORK 14, NEW YORK 
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spectrum 


When anorexia interferes with the in- 
take of needed foods in adequate 
amounts, the resultant effect on the 
nutritional status of the patient is con- 
siderably more apt to involve deficiency 
in several nutrients than in one particu- 
lar nutrient. In consequence, unpre- 
dictable subclinical deficiency states 
may arise, which can seriously impede 
convalescence. Hence when anorexia 
is present, it is good prophylactic 
therapy to prescribe a dietary supple- 
ment of broad nutrient spectrum, capa- 
ble of improving the intake of virtu- 
ally all indispensable nutrients. 


at dietary supplement 


The dietary supplement Ovaltine in 
milk enjoys long-established usage in 
clinical practice. As is evident from the 
appended table, it supplies notable 
amounts of virtually all nutrients known 
to take part in metabolism. Its bio- 
logically complete protein provides an 
abundance of all the essential amino 
acids. It is delightfully palatable, eas- 
ily digested, bland, and well tolerated. 

Ovaltine is available in two varieties, 
plain and chocolate flavored, giving 
choice according to preference. Serv- 
ing for serving, both varieties are virtu- 
ally alike in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 


MINERALS 


(Each serving made of 2 oz. of Ovaltine and 8 fi. oz. of whole milk) 


“PROTEIN (biologically complete) 
“CARBOHYDRATE ..... 
“Nutrients for which daily dietary allowances are recommended by the National Research Council. 


VITAMINS 

200 me. 
6.7 mg. 
3.0 mg. 

32 Gm. 
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RESTORE. 


for the menopause 


Ss 
+, 
¢ 
lL. 
L-BEING RESTOR 
Potent oral estrogen 
Prompt uniform action 
Minimal side effects 
No unpleasant breath odors 
Economical 
SUPPLIED: One convenient strength only— 
designed for simple dosage schedule—1 mg. 
tablets in boxes of 30, 100, 500 and 1000, 
individually cellophane wrapped. 
PRODUCT OF REED Cc ARNRIC 
JERSEY CITY 6,N. J. 


A trusted name since 1860 


Brand of Promethestrol Dipropionate, N.N.R. 
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Unmatched Formula 
for the Treatment of 


Pernicious Anemia 


Take time-tried injectable liver 
extract. Add the antianemia power 
of crystalline vitamin Bj». Include 
thiamin chloride. Mix. Assay mi- 
crobiologically. Assay clinically on 
known cases of P.A. in relapse. 
Result: Reticulogen Fortified — 
the product of choice for the treat- 


ment of pernicious anemia. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


FORTIFIED F 
Activity, re 


{LILLY AND COMPANT 
INDIANAPOLIS, U.S 4 


Each ce. contains: 
20 meg. of vitamin By activity, U.S.P., as ‘ 
contained in liver extract, plus 20 meg. of 
crystalline vitamin B,: plus 5 mg. of thia- 
min chloride. 


In 0.5-cc. and 5-ce. vials. 


TINY-DOSE .. . HIGH-POTENCY ( 
AMPOULES 
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For superior e 
rom His goal is exactitude... 


Use 


Kodak Blue Brand Whether at home, absorbed in his hobby, or at 
X-ray Film his office, busy with patients, the radiologist is 

concerned with every detail. His demand is for 
Expose with accuracy, exactitude. 


Kodak Contact X-ray 


“ That’s why, without a doubt, he requires the 
Screens (ruree types) 


finest, most advanced equipment, the most re- 
sponsive and reliable x-ray film, the most uni- 
form and effective processing chemicals. And 
that’s the reason he almost always specifies 
Kodak x-ray materials . . . each product made 
to work with the other, each prepared 
to produce superior results. 


Process in 
Kodak Chemicals 
(LIQUID OR POWDER) 


Order from your x-ray dealer 


EASTMAN KODAK COMPANY 
MEDICAL DIVISION, ROCHESTER 4, N.Y. 
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ig for throat irritation 
‘Thantis’® Lozenges, the original anesthetic - antiseptic 

throat lozenge, is more effective than any of the many imitations. 


‘Thantis’ Lozenges contain no antibiotic; they produce no 
unpleasant by-reactions in the mouth. 


‘Merodicein™, the long-lasting antiseptic, combats in- 
fection. Saligenin, the unique local anesthetic, relieves pain 
and irritation. 


Twenty-two years’ extensive clinical use has proved the 
value of this effective product. 


‘Thantis’ is one of the few throat lozenges which have been 
submitted to extensive comparative clinical and laboratory 
study.* 


Specify ‘Thantis’ Lozenges and be assured of satisfactory 
clinical response. 


Supplied in vials of 12 lozenges each. 


*References on request. ® Reg. U. S. Pat. Off. 


HYNSON, WESTCOTT & DUNNING, INC. 


BALTIMORE 1, MARYLAND 


$49N4Z01 SLLNVELL 
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THE SHWARTZMAN PHENOMENON 
WHEN MODIFIED BY NITROGEN 
MUSTARD, ADRENOCORTICO- 
TROPHIC HORMONE (ACTH), 
AND THORIUM DIOXIDE* 


A HISTOPATHOLOGIC STUDY 
By Grorce J. Race, M.D. 
and 
Doris WINGATE REED, B.A. 
Durham, North Carolina 


The Shwartzman phenomenon is primarily 
a vascular phenomenon associated with hem- 
orrhage which occurs at the site of an intra- 
dermal injection of a bacterial filtrate. In 
order to elicit the phenomenon, it is neces- 
sary that the intradermal preparatory injec- 
tion of bacterial filtrate be followed in 20 to 
26 hours by a similar but nonspecific in- 
travenous provocative injection of bacteria, 
bacterial filtrate, or other products such as 
glycogen or proteins.!? It is characterized in 
the preparatory stage by an intense intra- 
dermal and subcutaneous inflammatory re- 
action! which is followed in the provocative 
stage by rapidly developing thrombosis and 
necrosis of small blood vessels with hemor- 
rhage.!* The phenomenon is probably not 
an immunologic one, and it is not inhibited 
by antihistamines?** (exception®). Hor- 
mones, vitamins, antivitamins, amino acids, 
and British anti-lewisite do not suppress it.* 
Urethane, penicillin G, crude penicillin, 
streptomycin, sodium ascorbate, alpha toco- 
pherol, trypan blue, mepharsen,® aureomycin, 
chloramphenicol, and terramycin have no 
effect. 6 

Definite suppression of the phenomenon 
has been achieved only through the use of 
parenteral nitrogen mustard toxic 
doses,?78 total body irradiation,? benzene 


_*Read in Section on Pathology, Southern Medical Associa- 
a —- Annual Meeting, Miami, Florida, November 


*From the Department of Pathology, Duke University 


School of Medicine, Durham, North Carolina. 


(benzol) intoxication,® bromobenzene applied 
locally,® adrenocorticotrophic hormone 
(ACTH) and cortisone. The agents nitro- 
gen mustard, benzene, and x-ray irradiation 
have a specific depressant action on the reti- 
cule-endothelial system, including the hema- 
topoietic elements.’ These agents usual- 
ly induce an absolute leukopenia with pro- 
found granulocytopenia. 


Stetson and have shown that 
marked leukopenia associated with profound 
granulocytopenia develops after three to five 
days in rabbits given nitrogen mustard. The 
time of maximal leukopenia coincided in 
their animals with the time of maximal sup- 
pression of the Shwartzman phenomenon. 
Stetson and Good’ further correlated the 
leukopenia with a virtual absence of poly- 
morphonuclear leukocytes in the prepared 
intradermal skin site in animals in which the 
Shwartzman phenomenon suppressed. 
This suggested that the presence of the poly- 
morphonuclear leukocyte in the prepared tis- 
sue site was essential to the development of 
the Shwartzman phenomenon, since the es- 
sential feature of it was' plugging of the small 
veins and capillaries by thrombi of platelets 
and leukocytes which formed after the intra- 
venous provocative injection. Following the 
venous thromboses, they observed vessel wall 
necrosis with subsequent hemorrhage. Using 
benzene,> similar though less conclt.sive re- 
sults pointed to leukopenia with the asso- 
ciated paucity of polymorphonuclear leuko- 
cytes in the prepared intradermal site, as the 
important factor in suppression of the 
Shwartzman phenomenon. 

Stetson,! in addition, demonstrated that 
within one hour after the intravenous provoc- 
ative dose, a profound granulocytopenia and 
thrombocytopenia existed in circulating blood 
due to the collection of these elements in 
the capillaries of the lungs, the liver, and 
the spleen, irrespective of whether or not the 
Shwartzman phenomenon was suppressed. 

The action of ACTH and cortisone is not 
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clearly understood, but administration in 
man, rats, and cats has been shown to pro- 
duce, within two hours, definite lymphopenia 
and eosinopenia, associated with a mild neu- 
trophilia.'*7 1314 Thus, with ACTH, the 
mechanism of Shwartzman phenomenon sup- 
pression may not be considered secondary to 
granulocytopenia. Another possible factor 
concerns the effect of ACTH and cortisone 
on the reactivity of vascular endothelium* © 
and on the rate of aerobic glycolysis which 
has been shown to be increased in Shwartz- 
man prepared skin.* 

In comparison with the preceding groups 
of agents, thorium dioxide (thorotrast®) has 
been reported to enhance the phenomenon, 
the suggested mechanism being temporary 
blockade of the reticulo-endothelial system.'® 
However, contradictory reports indicate that 
the phenomenon has been suppressed by the 
use of trypan blue and lithocarmine (Guiffre 
and Trizzina, quoted by Beeson"). 

Therefore, inasmuch as all of the agents 
which have been shown to be capable of sup- 
pressing the phenomenon act on the reticulo- 
endothelial system, including the hema- 
topoietic system, it is considered worthwhile 
to study the pathological anatomy of these 
tissues, including vascular endothelium, in 
animals treated with these agents prior to 
production of the Shwartzman phenomenon. 


MATERIALS AND METHODS 


Animals.—Adult albino rabbits of both sexes were 
used. The average weight was 2400 grams. 

Preparation of Meningococcal Filtrate.18 3—Neisseria 
meningococci, isolated from a case of meningococcemia, 
were grown on North’s* gelatin agar (with 2 cc. of 
2 per cent hemoglobin solution added) in 16 ounce 
bottles (200 cc. agar per bottle) for twenty-four to 
thirty hours. The colonies were then washed off 
with 10 cc. of 0.85 per cent saline containing 1 cc. 
of 1:1000 merthiolate.® After centrifugation at 3000 
tpm. for 20 minutes, the washings from each bottle 
were decanted and the supernatant was filtered 
through a Seitz filter. The filtrate was heated for 
fifteen minutes at 60°C. and then cultured for steril- 
ity. 

Preparation of Meningococcal Endotoxin (Heat 
Killed Organisms ).— The sediment from the centrifuge 
tube was resuspended in 20 cc. of distilled water and 
incubated at 37°C. for two hours. After heating at 
60°C. for one and three-fourths hours, the sediment 
was cultured for sterility and labeled sterile endo- 
toxin, 


Experimental Procedure.—To produce the Shwartz- 
man phenomenon uniformly in all experimental 


*Difco North's gelatin agar. 
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groups, 0.3 cc. of the filtrate was given intradermally 
in the abdominal skin after clipping the hair. This 
was followed in approximately twenty-four hours by 
1 cc. of the endotoxin given in the marginal vein of 
the ear. The rabbits were observed frequently after 
the intravenous injection, and were sacrificed at the 
zenith of the gross hemorrhagic reaction, usually five 
to six hours after the intravenous dose. 


A complete necropsy was immediately performed 
on each rabbit, and all organs, including bone mar- 
row, skin from the site of the reaction, the regional 
axillary and inguinal lymph nodes, were fixed in 
Helly’s modification of Maximow’s fluid (Zenker- 
formal solution). All tissues were routinely stained 
with hematoxylin and eosin. Selected lymph nodes, 
bone marrow, spleen, liver, skin, and kidney were 
stained with the periodic acid Schiff reagent, Weig- 
ert’s stain for fibrin, and the Giemsa and Wright's 
stains modified for overstaining with methylene blue 
to show platelets by the Howell and Donahue meth- 
od.1 17 

Experimental Groups—Group I, controls: The 
Shwartzman phenomenon was produced in 5 normal 
rabbits which acted as controls. Group II, nitrogen 
mustard: Five rabbits were given 2 mg. nitrogen 
mustard* per kg.3 intravenously three days prior to 
the intradermal preparatory injection and four days 
prior to the intravenous provocative injection. Group 
III, ACTH: Five rabbits were given 12.5 mg. (25 
Wilson units) of ACTH4? two hours before the in- 
travenous provocative injection. Group IV, thorium 
dioxide (thorotrast®):t Five animals were used. 
Three received 9 ml. of thorotrast® six hours after 
the preparatory intradermal injection.16 Two others 
were given 9 ml. at the time of the preparatory in- 
tradermal injection and 9 additional ml. 10 hours 
later. 


RESULTS 


Group I, Controls —All 5 animals developed at the 
site of the intradermal preparatory injection within 
six hours following the provocative injection typical 
hemorrhagic skin reactions, varying from 3 to 5 cm. 
in diameter. At autopsy, hemorrhagic axillary and 
inguinal lymph nodes were noted in addition to the 
markedly edematous hemorrhagic anterior abdominal 
wall lesion. Microscopically, the abdominal wall was 
characterized by an intense inflammatory reaction 
with marked edema and infiltration of many poly- 
morphonuclear leukocytes, particularly in perivascular 
location. “Small veins, larger veins, and occasionally 
arteries were ringed with polymorphonuclear cells. 
There was edema of the venous walls, and the en- 
dothelial cells appeared swollen and in some areas 
desquamated. Necrosis of venous walls was prominent. 
Small veins contained many thrombi composed of 
large numbers of granulocytes, fibrin, and platelets 
(Fig. 1). The thrombi were best seen in the periodic 
acid Schiff stain and Weigert’s fibrin stain. ‘The 
modified Wright's stain demonstrated platelets with- 
in these thrombi (Fig. 3). In addition, acute extensive 
hemorrhage was found extending from the epidermis 


*Methyl Bis (B-chloroethyl) amine hydrochloride (Merck). 
tCorticotropin® (Wilson). 
tHeyden Chemical Corporation. 
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FIG. 5 sii "FIG. 6 


Fig. 1.—Skin from untreated control rabbit which developed the Shwartzman phenomenon. Note the acute inflammatory 
reaction and venous thrombosis at the vessel bifurcation (H & E. X 96) 


Fig. 2.—Lymph node from untreated control which developed the Shwartzman phenomenon. Note the leukocyte platelet 
thrombus and swollen endothelial cells (H & E. 180). 

Fig. 3.—Same rabbit as Figure 2. Note platelets in the thrombus, represented as poorly stained aggregates, between the 
polymorphonuclear cells which contain well stained granules (Wright's stain, modified X 860). 


Fig. 4.—Pulmonary vein from untreated control which developed the Shwartzman phenomenon. Note the platelet and fibrin 
precipitation and the inflammatory reaction (H & E. X ). 


Fig. 5.—Liver from untreated control which developed the Shwartzman phenomenon. The small vein contains an oc- 
cluding plate!et thrombus at its bifurcation (H & E. X 414). 


Fig. 6.—Kidney from untreated control which developed the Shwartzman phenomenon. The glomerular tuft is swollen 
and contains granulocytes. There is protein in Bowman's capsule. (Periodic acid Schiff stain, X 382). 
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into the striated musculature of the abdominal wall. 
Draining regional inguinal and axillary lymph nodes 
demonstrated the classic Shwartzman reaction. There 
was marked acute inflammation with edema and 
many polymorphonuclear leukocytes, with typical 
leukocyte platelet thrombosis of small veins of the 
lymph nodes and extensive acute hemorrhage (Fig. 2). 
The lungs, liver, spleen and kidneys of these animals 
were mildly congested, and the lungs contained many 
polymorphonuclear leukocytes in the thickened alve- 
olar septa. The most important lesion was the wide- 
spread vascular damage indicated by endothelial 
swelling and inflammation of small pulmonary veins 
(Fig. 4). In the liver, scattered platelet thrombi 
were found in small veins (Fig. 5). The spleen typ- 
ically contained many granulocytes in the splenic 
sinusoids with swollen reticulo-endothelial cells. The 
renal glomeruli were damaged, and in some areas an 
acute focal glomerulitis was present, evidenced by 
swelling of the glomerular tuft, infiltration of gran- 
ulocytes, and protein precipitate in the Bowman's 
capsule (Fig. 6). The tubular epithelium demon- 
strated acute parenchymatous degeneration. The 
femoral bone marrow contained many granulocytes 
and mild hyperplasia was apparent. 

Group II, Nitrogen Mustard—Of the 5 rabbits, 1 
developed no reaction, 3 developed small reactions, 
and | developed a normal large 5 cm. hemorrhagic 
reaction. The animal which did not develop a re- 
action microscopically had edema of the skin and 
subcutaneous tissue, but the number of granulocytes 
present were less than usual, and no thrombi or 
hemorrhages were observed (Fig. 7). The lymph 
nodes were slightly edematous but otherwise normal. 
The lungs and glomeruli did not contain the in- 
creased number of granulocytes as was observed in the 
controls. However, glomerular injury was indicated 
by swelling. The bone marrow contained myeloid 
cells which had pyknotic and sometimes fragmented 
nuclei. The megakaryocytes were present and normal. 
The animals which developed a mild reaction showed 
a less severe inflammatory reaction with fewer. 
polymorphonuclear leukocytes than the controls; nev- 
ertheless a few leukocyte and platelet thrombi were 
present in small veins in skin as well as lymph nodes 
(Fig. 8). The animal which developed a normal re- 
action had many granulocytes, thrombi, and hemor- 
rhages in the skin without histologic evidence of in- 
jury to the bone marrow by the nitrogen mustard. 

Group III, ACTH.—Two animals developed no re- 
action, | developed a mild reaction, and 2 had nor- 
mally severe 5 cm. hemorrhagic reactions. Of the 2 
rabbits which did not develop the Shwartzman phe- 
nomenon, one had many granulocytes in the local 
intradermal preparatory site and the second (Fig. 9) 
had few. Neither presented thrombosis, vascular 
necrosis, or hemorrhage. The regional lymph nodes 
contained a few polymorphonuclear cells, but there 
were no thrombi. The glomeruli were slightly swol- 
len, but the focal acute glomerulitis observed in the 
control animals was absent. In the rabbit developing 
a mild reaction, as well as in those developing severe 
hemorrhagic reactions, many granulocytes were pres- 
ent with thrombi and vascular rupture in the pre- 
pared intradermal site and the lymph nodes (Figs. 10 
and //). Nevertheless, the vascular endothelial swel- 
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ling with granulocytic infiltration in other organs, 
the lung and kidneys, was less marked than in con- 
trols. The spleen and bone marrow, as well as other 
organs, were not significantly different. 

Group IV, Thorium Dioxide—Of the 3 rabbits 
given 9 ml. of thorotrast® six hours after the prepara- 
tory intradermal injection, none developed a grossly 
visible reaction, and all died within four hours follow- 
ing the intravenous injection of killed menin- 
gococci. Histologically, all prepared sites demonstrated 
early microscopic Shwartzman reactions (Fig. 12). 
They contained numbers of granulocytes and two 
showed leukocytic thrombi with early hemorrhage. The 
regional lymph nodes contained a few granulocytes 
with edema and in one instance early thrombosis. 
Every reticulo-endothelial cell of bone marrow, blood, 
liver, spleen, and lymph node was saturated with the 
brown granular thorotrast.® Capillaries in the lung, 
kidneys, and other organs were plugged with free 
thorotrast.® The 2 animals given double doses of 
thorotrast® died during the night following the in- 
tradermal preparatory injection and the injection of 
thorotrast.® In each rabbit every organ demon- 
strated free thorotrast® plugging capillaries, and every 
phagocytic reticulo-endothelial cell was _ saturated. 
The lungs were markedly congested. The prepared 
skin had a mild to moderate granulocytic infiltration 
without thrombosis or hemorrhage. 

This study is concerned primarily with the 
histologic differences in the Shwartzman phe- 
nomenon when modified by nitrogen mus- 
tard, ACTH and thorium dioxide in four 
groups of animals given identical dosages of 
Shwartzman active products. 


In Group I, the control group, the presence 
of the leukocyte and platelet thrombi in 
small veins as described by Stetson! has been 
confirmed. A generalized vascular endothe- 
lial damage, particularly in the lungs and 
renal glomerular tufts, has been seen. A 
severe vascular endothelial damage in the 
prepared site has been observed and corre- 
lated with thrombosis of small veins, venous 
wall necrosis, and hemorrhage. Thus the 
mechanical explanation of the hemorrhage 
appears to be vascular rupture following 
thrombosis and necrosis. In addition, the 
presence of the inflammatory reaction, throm- 
bosis, and hemorrhage in the draining re- 
gional lymph nodes is shown to be an integral 
part of the reaction, in essence, the Shwartz- 
man phenomenon occuring in the lymph 
node. The accumulation of the polymor- 
phonuclear leukocytes in the lungs and 
glomeruli of the kidneys is a part of the 
reaction and probably follows the endothelial 
damage as a result of the intravenous provoc- 
ative injection of the potent bacterial filtrate 
of meningococci. This widespread endothe- 
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Fig. 7.—Prepared skin from nitrogen mustard treated rabbit in which the Shwartzman phenomenon was inhibited. There 
is some edema but no thrombosis or hemorrhage. Note the paucity of granulocytes (H & E. X 96). 


Fig. 8.—Lymph node from nitrogen mustard treated rabbit which developed the Shwartzman phenomenon. Note, as in 
untreated controls, there is development of the leukocyte platelet thrombi in the veins (H & E. X 155). 


Fig. 9.—Prepared skin from ACTH treated animal which did not develop the Shwartzman phenomenon, Note the inflam- 
matory infiltrate without hemorrhage (H & E. X 193). 


Fig. 10.—Skin from ACTH treated animal which developed the Shwartzman phenomenon. Note the inflammatory reaction, 
the typical venous thrombus, and the hemorrhage (H & E. X 96). 


Fig. 11.—Lymph node from ACTH treated animal which developed the Shwartzman phenomenon. Note the multiple venous 
platelet leukocyte thrombi (H & E. X 96) 


Fig. 12.—Skin from thorotrast® treated animal which died shortly after the provocative intravenous dose. Note the venous 
thrombi, the granulocytic infiltration and early hemorrhage which is indicative of a developing Shwartzman phenomenon. 
(H & E. X 189). 


FIG. 7 FIG. 8 4 

FIG. 9 FIG. 10 
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lial injury is presumed to be the cause of the 
small platelet thrombi observed in the liver 
(Fig. 5) as well as the vasculitis seen in the 
lungs (Fig. 4). 

In Group II, the nitrogen mustard group, 
the essential difference in the local skin reac- 
tion in rabbits developing the Shwartzman 
phenomenon and those not developing it, 
seemed to be the severity of the inflammatory 
response, or more specifically the number of 
granulocytes present in the prepared site, as 
suggested by Stetson.1. The decrease in the 
number of leukocytes in the skin may be re- 
lated to the specific toxic depressive action 
of the nitrogen mustard on the bone mar- 
row. As observed by Stetson,! the thrombi 
of leukocytes and platelets did not occur in 
the absence of large numbers of granulocytes 
in the prepared site. The failure of the 
nitrogen mustard to act uniformly on all 
animals is not clear. However, the severe 
degree of bone marrow injury by nitrogen 
mustard in animals developing mild or no 
reactions may be correlated with the absence 
of polymorphonuclear cells in the lungs, cir- 
culating blood (as observed in tissues), spleen, 
and in the preparatory intradermal site. It 
appears then that platelets and fibrin alone, 
even in the presence of severe endothelial 
injury due to the preparatory toxin, do not 
form the occluding thrombi in small veins 
and capillaries which necessarily precede the 
hemorrhagic phase of the Shwartzman phe- 
nomenon. 


In Group III, the ACTH group, the pres- 
ence or absence of the polymorphonuclear 
cells in the prepared site cannot be correlated 
with the presence or absence of thrombosis 
and hemorrhage. In one animal in which 
many granulocytes were present, no thrombi, 
and therefore no hemorrhages, developed. 
Based on histologic evidence, it appears that 
ACTH was useful in protecting the vascular 
endothelium of the lungs and kidney against 
the intravenous provocative dose. 

In Group IV, the thorium dioxide group, 
in those animals which were given the smaller 
dose of 9 ml. of thorotrast,® an increased 
susceptibility to the effects of the bacterial 
toxemia produced by injection of the intra- 
venous meningococcal products was evident, 
since all died within four hours. Although 
grossly no hemorrhagic reaction occurred, 
there was microscopic evidence of infiltration 


of many granulocytes with small leukocytic 
thrombi and minimal hemorrhage. It is 
reasonable to assume that had these animals 
lived longer a typical Shwartzman phenome- 
non would have developed. The exact mech- 
anism of death cannot be determined except 
to say that the presence of thorotrast® in 
virtually all reticulo-endothelial cells of the 
body was a factor, as well as mechanical 
plugging of capillaries in many organs. The 
2 rabbits which received double dosages of 
thorotrast® probably died because of mechan- 
ical plugging of the pulmonary capillaries 
with thorotrast.® However, the intradermal 
preparatory site in each demonstrated the 
typical preparatory inflammatory reaction. 


SUMMARY 


(1) For the purpose of studying the his- 
topathology of the skin and the reticulo-endo- 
thelial system, small groups of rabbits were 
subjected to standard Shwartzman phenome- 
non procedure using meningococcus filtrate 
and heat-killed meningococci, after treatment 
with nitrogen mustard, adrenocorticotrophic 
hormone (ACTH), and thorium dioxide 
(thorotrast®), 

(2) In these groups, an incomplete sup- 
pressive effect of nitrogen mustard and 
ACTH on the Shwartzman phenomenon was 
demonstrated, confirming the statements of 
previous authors. There was no evidence of 
a suppressive effect by thorium dioxide, but 
the animals were rendered more susceptible 
to death following the intravenous provoca- 
tive injection of meningococcus endotoxin. 

(3) Plugging of small veins and capillaries 
by leukocytic and platelet thrombi was ob- 
served in skin, confirming the observations 
of Stetson! and others. 

(4) The typical Shwartzman phenomenon 
tissue reaction, including acute inflamma- 
tion, thrombosis of small veins, and hemor- 
rhage, was repeatedly observed in the axillary 
and inguinal lymph nodes of animals in 
which the phenomenon was produced in the 
abdominal skin. 


(5) The myeloid cells of the bone marrow 
were pyknotic and occasionally necrotic in 
nitrogen mustard treated animals. No sig- 
nificant alteration of any reticulo-endothelial 
cells was seen in ACTH treated animals. In 
thorium dioxide treated animals, all reticulo- 
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endothelial cells were, as expected, filled with 
the agent. 

(6) The presence or absence of polymor- 
phonuclear leukocytes in the intradermal 
preparatory site has been correlated with 
the respective presence or absence of throm- 
bosis and the subsequent development of 
the Shwartzman phenomenon with hemor- 
rhage in nitrogen mustard treated animals. 
No such correlation can be made for ACTH 
or thorium dioxide treated animals. 

(7) The pathologic anatomy of the viscera 
and the reticulo-endothelial system in un- 
treated control rabbits and in rabbits given 
nitrogen mustard, ACTH, and thorium diox- 
ide is described. This includes the observa- 
tion of pulmonary vasculitis, renal focal acute 
glomerulitis, and platelet thrombus forma- 
tion in liver veins. 
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DISCUSSION (Abstract) 


Dr. Cyrus C. Erickson, Memphis, Tenn.—1 wonder 
whether you found any significant changes in the 
adrenal glands that could be correlated with the 
changes which you demonstrated between the normal 
and treated animals. 


Dr. Wiley D. Forbus, Durham, N. C.—The Shwartz- 
man phenomenon is an extraordinary and interesting 
reaction. In line with the thinking of others, and 
particularly that of Dr. Black-Schaffer, it seems per- 
haps to have some bearing on the development of 
acute hemorrhagic nephritis. One wonders if it 
might not be possible to protect man from the de- 
velopment of acute hemorrhagic nephritis through 
those procedures which Dr. Race has mentioned as 
having a protective effect in his animals. This com- 
ment is in line with the idea that I think Dr. Erick- 
son had in mind in asking his question. 


Dr. Race (closing)—In response to Dr. Erickson’s 
question about the adrenal glands, I may say that 
in these animals, there was no evidence, histologically, 
of any increased adrenal function or any stress phe- 
nomenon in the treated as compared with the un- 
treated animals. 

I can say as an additional point, that the subjective 
impression one gets from going over the histologic 
sections of the ACTH treated animals is that in 
capillaries everywhere, there is less endothelial damage 
than there is in the untreated controls. This is a 
hard factor to control since it depends on one’s 
individual interpretation. However, in the ACTH 
treated animals, I did not find the glomerulitis which 
existed certainly in the untreated controls and I 
did not find hyaline thrombi in the liver which also 
existed in untreated controls. 


CURLING OF THE ESOPHAGUS* 


By MarsHatt M.D. 
and 
Joun Day Peake, M.D. 
Mobile, Alabama 


The purpose of this paper is to bring before 
you an abnormality of the esophagus once 
thought to be very rare, but we are now seeing 
it more and more frequently. We have chosen 
to call it “curling,” since this term seems to 
be the most used in the literature. Other 
synonyms found are: pseudodiverticulosis, 
segmental spasm, reflex spasm, spastic pseu- 
dodiverticula, functional diverticula, spas- 
modic stricture and diffuse spasm of the 
lower half of the esophagus. 


Curling is purely a descriptive term and has 
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nothing to do with the etiology or path- 
ogensis. Schatzki in 1933 called it “Krause- 
lung” or curling. Radiographs show that the 
esophagus has a corkscrew or coiled effect 
when made at the correct moment. In the 
average case that is symptomatic but not com- 
pletely obstructed, one sees a most unusual 
sight under the fluoroscope. The patient swal- 
lows the barium and when the bolus fills the 
lower half of the esophagus there suddenly 
appear varying numbers of ring-shaped con- 
strictions that may completely occlude the 
lumen and do not move up or down. This 
is usually before the first wave of peristalsis, 
and when that arrives, the portion above the 
tight constriction distends until some of the 
barium is regurgitated above the peristaltic 
wave. In some patients the pressure is so 
great that diverticula are seen to protrude 
and become permanent. They are certainly 
not traction or pulsion diverticula but are 
secondary to the pressure that must cause 
actual mucosal and submucosal herniation 
through the muscle coats. The peristaltic wave 
is entirely independent of the constricted areas 
and passes on down to the cardia. Then after 
a few seconds the constrictions gradually relax 
and the esophagus distends to a larger than 
average size. If the patient swallows again the 
whole cycle is repeated. In some it appears 
to occur spontaneously with a regular cycle of 
contraction and relaxation. In the most severe 
cases there is so little relaxation that gas- 
trostomy may be necessary to keep the patient 
from starving. 

Briefly the anatomy of the esophagus is as 
follows: a muscular tube extending from the 
pharynx to the stomach. The upper half lies 
anterior to the spine. It passes down to the 
right of the aortic arch, then a little anterior 
and to the left where it is behind the left 
auricle and in front of the descending aorta. 
It then passes through the esophageal hiatus 
of the diaphragm and terminates in the cardi- 
ac portion of the stomach. There are normally 
small constrictions at the level of the crico- 
pharyngeus muscle, the aortic arch and the 
cardiac end. A slightly dilated area in the 
lower end is sometimes referred to as the 
phrenic ampulla. The walls of the esophagus 
are made up of stratified squamous epithelial 
lining, submucosa and circular and longi- 
tudinal muscle layers. The muscle is striated 
in the upper third, mixed striated and smooth 
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in the middle third and smooth in the distal 
third. 

The nerve supply comes from the vagi 
(parasympathetic), and the sympathetic 
chains. The latter fibers come from the in- 
ferior cervical ganglia and from the celiac 
plexus. Existence of direct branches from the 
thoracic ganglia is controversial. 


The neurophysiology of the swallowing 
mechanism is very complicated and will not 
be covered in detail. It can be started volun- 
tarily or involuntarily by stimulating the ap- 
propriate areas in the throat. The bolus is 
then propelled into the esophagus and passes 
rapidly through the upper third. In the mid- 
dle and lower thirds it goes more slowly and is 
pushed along by peristaltic waves. Fluoro- 
scopically, this can be best observed with the 
head lowered and the patient turned oblique- 
ly. In many normal individuals there is 
sphincteric activity at the cardiac end. 


The etiology of curling is obscure and many 
theories have been postulated. Schmidt! cites 
experiments with animals by Carlson, et alii, 
proving that spasm of the distal end of the 
esophagus can be caused by pharyngeal stimu- 
lation, stimulation of the sciatic nerve, trac- 
tion on the vagus nerves, sudden stretching of 
the stomach, strong distention of the urinary 
bladder, large or small intestine, and various 
types of mechanical stimulation of the gall- 
bladder, common bile duct and skin. Fulton? 
says that imbalance between the sympathetic 
and parasympathetic systems is responsible for 
cardiospasm and quotes Hurst as believing it 
is a failure of relaxation rather than spasm. 
He does not mention curling. Numerous au- 
thors have noted the relationship of curling 
with various diseases such as gastric ulcer or 
carcinoma, hiatus hernia, duodenal ulcer, 
coronary disease, gallbladder disease, parkin- 
sonism, and so on. Bainbridge*® believes there 
is a large psychic factor and presents four cases 
for illustration. All authors seem to agree that 
it typically occurs in nervous, high strung in- 
dividuals usually over the age of 50 who us- 
ually have a pathologic condition elsewhere as 
described above. The gist of the research and 
clinical experience points to its being reflex 
in origin, being stimulated by organic disease 
or psychic influence. 

The patient’s chief complaint is usually 
dysphagia. Pain is referred to an area behind 
the lower half of the sternum. It may also go 
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posteriorly into the mid dorsal region. It 
sometimes extends upwards to the anterior 
thorax, neck, either external auditory meatus 
or jaw. It may be centered in the epigastrium. 
It is usually associated with eating or drinking 
and pain may be worse with different foods or 
drinks. Pain is not always connected with 
eating and sometimes wakes the patient at 
night. It can simulate gallbladder pain, cor- 
onary pain, gastric or duodenal disease and 
various conditions occurring in the chest or 
neck. 

Scheinmel et alii found two symptomatic 
cases out of 15 observed during 18 months. 
Schmidt! found 17 cases at the Mayo Clinic 
over a two and three-fourths-year period from 
January 1935 to September 1938 which were 
presumably all symptomatic. 


Roentgenologically the condition is usually 
easily recognized, but associated disease of the 
esophagus must be ruled out. The most nota- 
ble of these is carcinoma and in cases of com- 
plete obstruction this is sometimes impossible. 
In one of our cases even the esophagoscope 
could not be passed beyond one of the lower 
constricting rings. Esophagitis, local ulcera- 
tion, benign stricture, scleredema, acroscle- 
rosis, cardiospasm, foreign bodies and varices 
are other conditions that must be considered. 


Treatment is generally not very satisfactory 
for symptomatic cases. Esophagoscopy is said 
to give partial relief. Repeated dilatation has 
helped to some extent. Psychotherapy with 
relief of nervous tension has helped. Various 
drugs have been tried with varying results. 
Atropine is usually not effective. Schmidt! 
found that morphine sulfate intravenously 
caused relief for several hours, amyl nitrate 
transitory relief and benzedrine sulfate® 15 
mg. gave relief for about an hour 
and then it was worse. Penner and 
Druckerman® found that a combi- - 
nation of hyocyamine 0.4507 mg., 
atropine sulfate 0.0372 mg. and 
scopolamine hydrobromide 0.0119 
mg., one tablet twice a day, gave 
complete relief to patients who had 
associated parkinsonism. Schein- 
mel, et alii* found that benzedrine 
sulfate® 5 mg. every 4 hours for 36 
hours gave complete relief for 
their two cases. 

With the exception of Case 19, 
those to be reported are from a 
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group of 2295 patients of all ages in whom 
the esophagus was fluoroscoped for one rea- 
son or another during the two-year period 
of July 1, 1950 to July 1, 1952. Case 19 is 
from another hospital and is included to il- 
lustrate the serious possibilities of the condi- 
tion. Eighteen were found out of 2295 pa- 
tients, a percentage occurrence of 0.78 per 
cent. Case reports follow: 

Case 1—M.S.M., a white man, age 52, a druggist, 
was first seen by us February 8, 1951. The chief com- 
plaint was trouble in swallowing. He said that food 
hung in his chest and would not go down, nor would 
it go up and this caused pain in his chest that went 
through to the middle of his back. He also had some 
pain in the left side of his abdomen. This had been 
going on for a number of years but was getting worse. 
After taking many things from the shelves of his drug 
store he found that nothing relieved him completely 
except narcotics, which he had taken more and more 
frequently. The patient had had a subtotal gastrec- 
tomy in 1946 for a duodenal ulcer with obstruction. 
Physical examination showed a thin, pale, slightly 
nervous, middle aged man who was in no acute distress. 
Physical examination was essentially negative except 
for an upper gastrectomy scar in the abdomen. Labo- 
ratory studies were non-contributory. X-ray studies of 
the upper gastrointestinal tract showed marked inter- 
mittent, irregular spasm of the lower half of the esoph- 
agus with formation of a number of esophageal diver- 
ticula. A small hiatus hernia was also thought to be 
present. There was a subtotal gastrectomy with about 
three-fourths of the distal portion of the stomach re- 
moved. The stoma was slightly tender and partially 
fixed with a suggestion of ulceration, but there was 
no obstruction and the jejunum filled promptly with 
barium. 

After being on various forms of medication the pa- 
tient was again examined December 4, 1951, and again 
on August 15, 1952. The findings were essentially the 
same and relief was obtained only after one-quarter 
grain of morphine sulphate or 100 mg. demerol hypo- 
dermically. 

Case 2.—M.V.E., a white man, age 69, on September 
6, 1951, had mild asymptomatic curling of the esoph- 
agus and an adenocarcinoma of the cecum. 
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Case 3.—M.M., a white man, age 83, was first seen 
December 4, 1951, two days after a severe upper gas- 
trointestinal hemorrhage. Studies of the intestinal tract 
showed a small hiatus hernia, active duodenal ulcer 
and diverticulosis and diverticulitis in the sigmoid 
colon. He was treated symptomatically and improved. 
Intestinal studies were again carried out January 9, 
1952, and it was found that the duodenal ulcer had 
healed, the hiatus hernia was still present and the 
diverticulitis in the sigmoid showed some improve- 
ment. These findings were complicated by those of 
deafness, senility and enlarged heart with myocardial 
damage. No evidence of curling of the esophagus was 
seen at that time. On May 3, 1952, the patient was 
complaining of intermittent pain in the chest going 
through to his back which apparently followed swal- 
lowing. Re-examination of the upper gastrointestinal 
tract again showed the hiatus hernia and some scarring 
in the duodenal bulb. At this time there was marked, 
irregular, intermittent spasm in the low- 
er half of the esophagus. ‘There was 
also evidence of obstructive jaundice. 
The patient refused operation and was 
discharged from the hospital. 

Case 4.—B.N.B., a white woman, age 
77, was first seen by us November 7, 1950. 
The patient was a well nourished, pale, 
weak, aged individual who had had re- 
peated bouts of upper gastrointestinal 
hemorrhage with passage of tarry stools. 
Gastrointestinal series showed moderate, 
irregular, diffuse spasm of the lower half 
of the esophagus associated with a large 
hiatus hernia. The curling was appar- 
ently asymptomatic. Later studies of the 
colon showed marked diverticulosis and 
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a number of areas of diverticulitis. There was also 
evidence of myocardial degeneration. When last seen, 
the patient was being treated symptomatically with 
transfusions. 


Case 5—B.B., a white woman, age 51, was seen July 
22, 1952, with a chief complaint of difficulty in getting 
food to go down. There was also associated epigastric 
pain and indigestion with chronic constipation. She 
had not been well for some twenty years following her 
marriage. In the past she has been subject to spells of 
nervousness and depression with crying for no reason. 
She had had a pelvic operation and later an abdominal 
exploration for adhesions. Physical examination was 
essentially negative. Gastrointestinal studies showed 
marked irregular diffuse spasm of the lower half of the 
esophagus with mild cardiospasm. There was evidence 
of scarring in the apex of the duodenal bulb with 
shallow ulceration. On September 30, 1950, her doctor 
said that she had been tried successively on banthine® 
and practically all the commonly used medications for 
peptic ulcer plus diet without relief. She was later 
placed in the hospital and increasingly larger doses of 
insulin were given in a fasting state for a week. She 
was discharged slightly improved symptomatically. 

Case 6.—H.B., a white woman, age 55, was examined 
because of chest pains that radiated downwards around 
the upper abdomen in a girdle-like fashion. It was 
worse when lying on her back for a long time. Studies 
of the upper intestinal tract showed that there was a 
mild, irregular spasm of the distal half of the esopha- 
gus with a large hiatus hernia. This was thought to 
be as much as or more the cause of symptoms than the 
curling of the esophagus. On March 10, 1951, the hiatus 
hernia was repaired through an abdominal approach 
and March 16, 1951, the patient was discharged much 
improved. 


Case 7—M.T., a white woman, age 49, had had a 
gastrointestinal upset with nausea, vomiting and diar- 
rhea and was thought to have associated cirrhosis of 
the liver since she was a chronic alcoholic. During the 
course of routine gastrointestinal studies, mild asympto- 
matic irregular spasm of the distal esophagus was 
noted. She died of liver insufficiency about one year 
later. 


Case 8.—M.E.V., a white woman, age 84, had mild, 
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asymptomatic curling of the lower half of the esoph- 
agus, noted during a routine gastrointestinal study. 

Case 9—A.C., a colored woman, age 57, was exam- 
ined because of a chief complaint that food caught as 
it went down through the chest causing some pain. 
This apparently had been bothering her for only about 
three weeks. X-ray study of the upper intestinal tract 
showed marked, irregular spasm in the lower half of 
the esophagus with the formation of several diverticula 
in the lower third when the esophagus went into 
spasm. During periods of relaxation, barium passed 
into the stomach. No other pathologic condition was 
seen in the upper intestinal tract. 

Case 10.—L.R.F., a white man, age 50 was first seen 
on January 31, 1951. His chief complaint was attacks 
of girdle-like upper abdominal pain radiating from 
the back all the way around on both sides. This was 
accompanied by nausea and vomiting and had been 
going on for a period of about seven years. One year 
previously, a cholecystectomy had been performed but 
there was no relief of symptoms. On three occasions 
this patient’s upper gastrointestinal tract was exam- 
ined, the last time being May 22, 1951, and moderate 
curling of the lower third of the esophagus was noted 
at each examination. Also, on each occasion there was 
scarring and some fixation of the duodenal bulb which 
could have been due to the previous gallbladder oper- 
ation since we were unable to find a definite ulcer 
crater. No other upper gastrointestinal abnormality 
was found. It was thought that the patient's symp- 
toms might be due to the curling of the esophagus, 
but more probably to gastric crisis. 


Case 11.—W.C., a white woman, age 78, was exam- 
ined because of a chief complaint of high upper ab- 
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dominal pain accompanied by chest pains and indi- 
gestion. Examination of the upper gastrointestinal tract 
showed moderate curling of the lower half of ‘the 
esophagus and a fairly large hiatus hernia. Fluoros- 
copically the left ventricle was noted to be enlarged 
and pulsations were irregular, probably indicating myo- 
cardial damage. No other upper intestinal abnormality 
was found. Symptoms were attributable to the hiatus 
hernia and curling. 

Case 12.—W.B.V., a white man, age 80, was exam- 
ined because of an upper abdominal pulsating mass. 
There was moderate curling of the lower half of the 
esophagus which was apparently asymptomatic. The 
heart was moderately enlarged with feeble pulsations 
indicating myocardial disease. No other lesion was seen 
in the upper intestinal tract. The pulsating mass was 
thought to be an aneurysm of the upper abdominal 
aorta. 


Case 13—In A.A., a white woman, age 71, mild 
curling of the lower half of the esophagus was noted 
during a routine upper gastrointestinal study. There 
was also evidence of moderate cardiac enlargement with 
myocardial degeneration. There was a small hiatus 
hernia with scarring in the duodenal bulb and evi- 
dence of a nutritional deficiency pattern in the small 
bowel. The curling was apparently asymptomatic. 

Case 14.—J.C.M., a white man, age 73, during a rou- 
tine upper gastrointestinal study for chest and upper 
abdominal pains, was observed to have mild curling 
of the esophagus. There was also evidence of scarring 
of the duodenal bulb. The symptoms could not be 
attributed to curling of the esophagus. 

Case 15.—Miss 1.G., a white woman, age 73, com- 
plained chiefly of weight loss and pain in the left up- 
per quadrant. Studies of the upper intestinal tract 
showed moderate spasm in the distal half of the 
esophagus with periods of complete relaxation. This 
was such as to allow the formation of a diverticular 
pouch in the lower third. No other lesion was seen 
in the upper gastrointestinal tract. The heart was 
found to be enlarged and its pulsations were feeble 
indicating myocardial damage. 

Case 16.—In L.B.E., a white man, age 75, the esoph- 
agus was fluoroscoped during the course of fluoro- 
scopic examination of the chest. Rather marked, 
irregular spasm was noted in the lower half of the 
esophagus. This apparently caused minimal symp- 
toms. The heart was enlarged with feeble pulsations 
indicating myocardial damage and minimal congestive 
changes were present in the bases of both lungs. 

Case 17.—W.¥.W., a white woman, age 50, seen June 
9, 1952, complained chiefly of difficulty in swallowing 
with regurgitation of food. Examination of the upper 
gastrointestinal tract showed marked, irregular spasm 
in the lower half of the esophagus that came and went 
so rapidly that it was difficult to obtain spot films of 
it. This was accompanied by enough cardiospasm to 
allow a moderate amount of barium to stay in the 
esophagus. No organic lesion was seen in the stomach 
or duodenum. This patient had been treated by her 
personal physician with many forms of antispasmodics 
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and obtained no relief. Benzedrine sulphate® gave 
practically no relief. Banthine® gave relief of symp- 
toms, but was accompanied by such undesirable side 
effects that the patient would not take it. 


Case 18—J.H.S., a white woman, age 67, was seen 
January 19, 1951. The patient's symptoms dated back 
seven years and consisted chiefly in difficulty of swal- 
lowing with inability to make food go down or stay 
down. Examination of the esophagus showed marked 
dilatation which was accompanied by moderate spasm 
at the cardiac end. Above this, ring shaped areas 
of spasm came and went. This was thought to 
be a combination of cardiospasm and curling of the 
esophagus. 

Case 19.—J.L.C., a white man, age 77, was first seen 
in the clinic July 23, 1951, with the chief complaint of 
difficulty in swallowing. The patient said that he 
began having difficulty swallowing two years previously 
and that it had become progressively worse. He “spat 
up” the food during and after each meal and had diffi- 
culty in retaining water. This was associated with 
pain in the chest radiating to a point between the 
shoulder blades at times. The physical examination 
disclosed an aged, somewhat emaciated white man, es- 
sentially negative except for a blood pressure of 170/100 
and a papular eruption on the forearms. Examination 
of the esophagus July 31, 1951, showed curling which 
was rather extensive and caused intermittent obstruc- 
tion. He was placed on phenobarbital and pyribenza- 
mine® with no relief of symptoms. On August 13, 
1951, he was placed on benzedrine® with practically no 
relief of symptoms, but his weight remained stationary 
at about 136 pounds. He was next placed on tincture 
of belladonna and phenobarbital and an attempt was 
made to explain to the patient what his difficulty was. 
He was last seen in the Clinic on September 24, 1951, 
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still having symptoms and his weight was stationary. 
He did not return to the Clinic, but was admitted 
from the emergency room May 25, 1952, with the fol- 
lowing history and findings: 

The chief complaint is “throwing up.” For the past 
three years he has been “throwing up” food imme- 
diately after eating. He does not have nausea but just 
a fullness in the throat followed by regurgitation. This 
is accompanied by pain in the chest radiating to the 
mid dorsal area. During this time he has lost about 
20 pounds. He has had no other pain, but occasional 
indigestion. The patient has had moderate arthritis 
in the hands and knees. He had a hemorrhoidectomy 
20 years earlier. 


The physical examination showed a rather emaciated 
white man in no acute distress. It was otherwise es- 
sentially negative except for a blood pressure of 170/99. 
Routine urinalysis and blood studies on admission 
showed no pathologic condition. An electrocardiogram 
demonstrated myocardial damage. A barium enema 
showed diverticulosis and diverticulitis in the sigmoid 
and descending colon. A gastrointestinal series showed 
a smooth-walled, narrow area in the lower end of the 
esophagus measuring about 6 cm. in length through 
which only a trickle of barium passed. Above this, 
irregular spasm comes and goes. The stomach was 
negative and there was some questionable scarring in 
the apex of the duodenal bulb. Esophagoscopy was 
carried out with the proximal esophagus showing some 
dilatation. The terminal one-third was irregular and 
folded. An area of spasm was encountered in the 
lower end and it was impossible to pass the scope into 
the stomach. No masses were encountered and no ul- 
cers were seen. On June I1, 1952, the patient was ex- 
plored through an upper abdominal incision under 
general anesthesia and the surgeons reported that they 
were unable to feel any tumor in the lower esophagus. 
A small mass was found on the anterior stomach wall 
which was removed and sent to the pathology depart- 
ment which reported a benign leiomyoma. Thinking 
that they might have overlooked an esophageal neo- 
plasm it was decided to do a jejunostomy rather than 
a gastrostomy, since it might be necessary at some 
time in the future to pull the stomach up into the 
chest. The patient was discharged June 19, 1952, in 
fairly good condition. He was taking liquids and con- 
centrated food through the jejunostomy tube. He was 
followed in the Clinic and reported to be doing well 
on June 30, 1952. On July 7, 1952, he returned and the 
jejunostgmy tube had come out. He was taking mul- 
tiple liquid feedings by mouth. He is supposed to 
return for more x-rays but at the time of writing has 
not. 


The average age was 6614. The youngest 
patient was 49 years and the oldest 84 years. 
Of the 18 cases, 7 or 39 per cent were sympto- 
matic. Of these 1 had mild, 4 moderate and 2 
marked symptoms. Eleven were over 65 years 
of age and 9 over 70. There were 8 men and 
10 women. Complicating disease was common 
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and since our contact with the patients was 
rather brief, we are sure that other conditions 
were probably present in most cases. Those 
known to us are as follows: cardiac disease 7, 
hiatus hernia 5, peptic ulcer 5, mild cardio- 
spasm 3, and a number of others (Table 1). We 
are unable to say just how much the condition 
is influenced by the mental state. One patient 
had an anxiety state and another was a chronic 
alcoholic. The presence of complicating or- 
ganic disease and old age predominates. 
Therapy in the symptomatic cases where we 
were able to obtain details was most disap- 
pointing. One obtained relief from ban- 
thine,® but unpleasant side effects caused its 
discontinuence. Barbiturates and the usual 
antispasmodics gave no relief. Benzedrine® 
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sulfate was also disappointing and was prob- 
ably contraindicated in many cases. Mor- 
phine and demerol® gave relief in one case 
but their continued use is contraindicated. 
Case 19 was starving and jejunostomy was per- 
formed as a life saving measure. 


SUMMARY AND CONCLUSION 


The condition “curling of the esophagus” 
is discussed. Nineteen cases are presented with 
an analysis of the group. Its occurrence in the 
private practice of diagnostic roentgenology is 
brought out. When symptomatic the condi- 
tion can be most distressing because of the 
poor therapeutic results. The etiology is not 
clear. We shall see it more frequently with 
our aging population. 


SUMMARY 
Relief 
Morphine 


or 
Demerol® 


Curl. Symp. 


3 


OF CASES 


Complicating Diseases 


Subtotal gastrectomy with questionable marginal ulcer 


Carcinoma of the cecum 


Not 
Stated 


Small hiatus hernia, duodenal ulcer, diverticulosis of sigmoid, enlarged 
heart, senility 


Large hiatus hernia, diverticulosis and diverticulitis of colon, myo- 
cardial degeneration, senility 


Nothing 


Repair 
Hiatus 
Hernia 


Duodenal ulcer, anxiety state, mild cardiospasm 


Large hiatus hernia 


Cirrhosis of liver and chronic alcoholism 


Senility 


Not 
Stated 
Not 
Stated 
Not 
Stated 


Not stated 
Possible gastric crisis 


Large hiatus hernia, myocardial damage 


Enlarged heart, abdominal aortic aneurysm 


Enlarged heart, small hiatus hernia, scarred duodenal bulb, 


nutri- 


tional deficiency 


Scarred duodenal bulb 


Diverticulum lower third of esophagus, cardiac enlargement 


Not 
Stated 


Banthine® 


Not 
Stated 


LBE 
WFW 


JHS 1 


JLC WM 3 4 Nothing 


Symbols: 0, Asymptomatic; 1, Mild; 2, Moderate; 3, Marked; 4, 


Enlarged heart and? 


Mild cardiospasm 


Moderate cardiospasm 


Required jejunostomy for esophageal obstruction 


Very Severe. 


TABLE | 


1. MNM WM 52 8 4 
2. MVE WM 69 1 

we ss 3; 2 il 4 
5. BB WF 51 3 2 

6. HB WF 55 1 1? 

7. MT WF 49 1 0 

8 MEV WF 84 1 0 

9. AC CF 57 3 2 ; 

10. LRF WM 50. 2 3? 
WC WF 78 2 2 

12. WBV WM 80 2 0 

13. AA WF 71 1 0 (tes 

14. JCM WM 73 1 

Ic WF 73 2 0 

16. WM 3 1 || 
17. WF 50 3 3 
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DISCUSSION (Abstract) 


Dr. Floyd K. Hurt, Jacksonville, Fla—It certainly 
seems remarkable that the esophagus can have this 
marked change from the normal at x-ray examination 
and still cause few, if any, symptoms. The etiology is 
highly obscure but it would seem to me that mere 
spasm alone is not enough to explain this condition 
because of the constant shape the esophagus assumes, 
and this has been demonstrated in Dr. Eskridge’s pic- 
tures. The barium filled esophagus not only reveals 
lesions and disease intrinsic in the esophagus but also 
gives very important information on abnormal condi- 
tions in the mediastinum, and it would seem possible 
to me that curling of the esophagus could be secondary 
to multiple adhesions or chronic inflammatory proc- 
esses in the mediastinum adjacent to the esophagus. 

It is important that these conditions be reviewed 
and discussed frequently. Eventually we may find the 
cause and treatment. 

Dr. Eskridge (closing)—The only mediastinal dis- 
ease that we were able to find associated with the 
condition was myocardial. Seven out of eighteen had 
cardiac pathology. We agree that this puzzling con- 
dition needs further study, particularly from the 
standpoint of therapy. 


SELECTIVE TENDON TRANSFERS FOR 
RECURRENT CLUBFOOT* 


By Earnest B. Carpenter, M. D. 
and 
SAMUEL H. Hurr, M.D. 
Richmond, Virginia 


The problem of the persistently recurrent 
clubfoot has been and remains a challenge 


*Read in Section on Orthopedic and Traumatic Surgerv, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 

*From the Department of Orthopaedic Surgery, Medical 
College of Virginia, and Crippled Children’s Hospital, Rich 
mond, Virginia. 

"the authors are indebted to Miss Dorothy Booth for the 
illustrations accompanying this article. 
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to orthopedists. Statistics from various clin- 
ics estimate that approximately 10 per cent 
of all cases of talipes equinovarus under 
active treatment will develop recurrence of 
one or more components of the clubfoot. 
The types of treatment suggested for the 
clubfoot that recurs have been many and 
varied. *+ The variety of the types of treat- 
ment suggested is indicative that no one of 
these methods is satisfactory to combat this 
problem adequately in every instance. 


The use of selective tendon transfers to 
correct the recurrent clubfoot has been one 
of the methods of treatment suggested. We 
became interested in this approach to the 
problem following Garceau’s! report in 1947. 
Our paper is concerned with the value of, 
and results obtained from the use of selective 
tendon transfers in 18 cases of recurrent 
talipes equinovarus treated at the Crippled 
Children’s Hospital and Medical College of 
Virginia Hospital, Richmond for the past 
four years. At the start of this study we 
were interested in determining the true value 
of certain types of tendon transfers in _pre- 
venting further recurrence of one or more 
components of the clubfoot. In the pub- 
lished reports on this subject most writers 
are in agreement that muscle imbalance is 
the major factor causing recurrence of club- 
foot. Kite, however, strongly denies this 
point and has said: 


“There is no gross muscle imbalance in congenital 
clubfoot; it is only an apparent imbalance. ‘The 
tibial muscles are in a short position and the line 
of pull is such that they work at an advantage. When 
the clubfoot deformity is corrected, the muscles resume 
a normal balance. When the deformity recurs, there 
is again only an apparent imbalance due to the short 
muscles and line of pull.”2 


Garceau,' Stewart,t Critchley? and others 
are in ,disagreement with this viewpoint. 
Stewart says: 

“Muscle attachments in congenital clubfoot, al- 
though always diverging from the normal pattern, 
exhibit different types of deviation in each case. This 
accounts for the varying degree of severity and differ- 
ence in types of clubfoot.’”’4 

Realizing the many controversial aspects 
of this problem, we have selected the cases 
comprising this study very carefully so that 
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the following factors were present in each 
instance. 


(1) Each case must have previously been 
treated from the beginning by the wedging 
cast method. 


(2) Previous recurrence of any component 
of the clubfoot must have been treated by 
resumption of wedging casts. 

(3) No surgery of any type had been done 
prior to tendon transfers. 

We felt that any deviation from these three 
factors would bring so many controversial 
points into consideration that a true evalua- 
tion of the results obtained from tendon 
transfer would be difficult to appraise. Un- 
fortunately, we did not personally treat all 
of the cases in this report, but we have de- 
termined that in each instance the original 
definitive treatment was by wedging casts as 
advocated by Kite and others. The surgical 
technic was essentially the same in all cases 
whether done by one of us or by other ortho- 
pedists. 

As stated above, any previous recurrence 
prior to tendon transfer had been corrected 
by resumption of wedging casts until full cor- 
rection had been obtained. In a majority 
of the cases in this report, more than two 
recurrences had taken place, so we feel that 
an adequate trial of conservative therapy had 
been given in each instance prior to the 
surgery. In this respect, it occurs to us that 
muscle imbalance must definitely play a part 
in the recurrence of some previously care- 
fully and fully corrected clubfeet. It has 
been our experience to have corrected a 
clubfoot by wedging casts and to have ob- 
tained excellent correction of all components, 
but to have one or more components of the 
clubfoot recur as late as three years after com- 
pletion of the wedging casts. Correction 
was then resumed with wedging casts and 
again full correction was obtained, only to 
have some deformity recur again. In all 
but two of the cases in this study, recurrences 
were treated by wedging casts on two or more 
occasions prior to tendon surgery. On the 
other hand, we have also had many recur- 
rences of clubfoot treated by wedging casts 
which remained corrected with normal look- 
ing feet without the necessity of further treat- 
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ment. We must assume from these experi- 
ences that in certain clubfeet muscle imbal- 
ance or abnormal muscular attachment pat- 
terns must be considered as the cause of re- 
peated occurrences. 


In the cases comprising this study, there 
were 14 individual patients, and four of these 
cases had bilateral tendon transfers. There 
were 9 males and 5 females. The youngest 
age at which tendon transfers was done was 
4+lf% years, the oldest 914 years, with the aver- 
age age 6 years at the time of tendon surgery. 

The types of tendon transfers performed 
were: 

(1) Transfer of anterior tibial to lateral as- 

pect of foot 12 


(2) Transfer of anterior tibial to lateral as- 
pect of foot and transfer of posterior 


tibial to lateral aspect of os calcis 4 
(3) Transfer of medial component of achilles 
tendon to lateral portion of os calcis 2 


When a decision for a tendon transfer in 
a recurrent clubfoot has been made, several 
factors should be considered prior to surgery. 
It is obvious that a tendon transfer will not 
correct any deformity present, so that full cor- 
rection by plaster must be done prior to 
surgery. In our experience recurrence of 
inversion of the os calcis or recurrence of 
varus of the forefoot, either separately or to- 
gether have comprised over 90 per cent of the 
recurring components seen by us.  Recur- 
rence of equinus alone has occurred only 
rarely. For recurrence of varus of the fore- 
foot alone, transfer of the anterior tibial ten- 
don to the base of the fifth metatarsal should 
theoretically correct the muscle imbalance 
present. When recurrence of the inversion 
of the os calcis occurs concurrently with varus 
of the forefoot, our choice of tendon transfers 
consists of transfer of the anterior tibial to 
the base of the fifth metatarsal and transfer 
of the medial fibers of the achilles tendon to 
the lateral aspect of the os calcis. For an 
inversion of the os calcis alone, we believe 
transfer of the medial fibers of the achilles 
alone should be sufficient. 

Operative and postoperative technic.—The 
basic principles of tendon transfer are famil- 
iar to all and need no repetition here. For 
transfer of the anterior tibial we prefer im- 
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Fic. 1 


Illustration of authors’ method of transfer of anterior tibial tendon to base of 
fifth metatarsal. Note method of affixing tendon to bone by hole through 
metatarsal and suture tied over button on plantar surface of foot. 


Fic.2 


Method of transfer of medial fibers of achilles to lateral aspect of os calcis. 


plantation of the tendon into 
a hole drilled in the base of the 
fifth metatarsal with the tendon 
suture brought out on the plan- 
tar surface of the foot and tied 
over a small button (Fig. 1). For 
transfer of the posterior tibial, 
the tendon should be brought 
through the interosseus space in 
the lower one-third of the leg 
and firmly attached to the 
periosteum on the lateral aspect 
of the os calcis. In transfer of 
the medial fibers of the os calcis, 
this very simple procedure is 
carried out by release of all the 
medial fibers of the achilles and 
splitting the achilles tendon ap- 
proximately two inches _prox- 
imally from its attachment. The 
detached medial fibers are then 
rotated posteriorly and sutured 
to the os calcis near the attach- 
ment of the lateral achilles fibers 
(Fig. 2). A long leg cast is ap- 
plied for all cases for a period 
of six weeks, following which 
ambulation is resumed, wearing 
either a clubfoot shoe or a cor- 
rective shoe with an outer sole 
wedge. 

In reviewing the operative re- 
ports on these 18 cases, it was 
learned that in four instances 
of anterior tibial transfer alone, 
and one of combined anterior 
tibial and posterior tibial trans- 
fer, the anterior tibial was placed 
on the lateral aspect of the foot 
in a position other than in the 
base of the fifth metatarsal. 

Results—In evaluating these 
18 cases of tendon transfer we 
have attempted to determine 
the effectiveness of the indi- 
vidual tendon transfer in pre- 
venting the recurrence of the 
component for which the 
transfer was done. Ideally, for 
such a study, preoperative pho- 
tographs and x-rays, compared 
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with photographs and x-rays at the time of 
the review of the cases would be of invaluable 
aid. These photographs combined with a 
careful clinical and x-ray examination would 
give a true picture of the results obtained. 
Unfortunately, many satisfactory preoperative 
photographs were not available in all of 


Fic. 3A 


Seven-year-old_ colored boy. Front view of feet prior to 
transfer of anterior tibial bilaterally plus transfer of pos- 
terior tibial to lateral side of os calcis. 


Fic. 3B 


Seven-year-old colored boy. Lateral side of feet prior to 
transfer of anterior tibial bilaterally plus transfer of pos- 
terior tibial to lateral side of os calcis. 


Fic. 4 


Same patient as Figure 3 A and B. Front and rear views of 
feet 14 months following tendon transfer. The varus de- 
formity has remained corrected in both feet. There has been 
a recurrence of the inversion of the heel on the right. 


these cases in this study so that the photo- 
graphs made at the time of the review of 
the cases were not of as great value as they 
might have been. 


Among 12 cases which had transfers of the 
anterior tibial to the lateral aspect of the 
foot, there was no recurrence of the varus 
deformity in 8. In 4 cases there was recur- 
rence of the varus deformity from a slight to 
a moderate degree (Fig. 5). In no one of 
these four cases was the recurrence as great 
as prior to the tendon transfer. It was of 
interest to us that in each of the four 
cases in which there was recurrence of the 
varus deformity, the anterior tibial tendon 
had been transferred in one case to the lateral 
cuneiform and in three instances to the cu- 
boid bone. It was not stated in the operative 
reports on these cases why the tendon was not 
placed in the base of the fifth metatarsal, but 
it is to be assumed that either a short tendon 
was encountered or other technical difficulties 
prevented placement of the tendon in the 
base of the fifth metatarsal. In the four cases 
of combined tendon transfer, in which the 
anterior tibial tendon was placed in the lat- 
eral aspect of the foot and the posterior tibial 
was placed in the lateral side of the os calcis, 
there was no recurrence of the varus de- 
formity of the forefoot. The inversion of the 
os calcis remained corrected in one case, but 
in the other three cases there was recurrence 
of this component of a mild degree in two of 
the cases and a marked recurrence of inver- 


Fic. 5 


Front and rear views of six-year-old colored girl who had 
transfer of anterior tibials bilaterally 21 months before. On 
the right the tendon was placed in the lateral cuneiform, 
the tendon was placed in the base of the fifth metatarsal on 
the left. Note moderate recurrence of varus deformity on 
right foot. 
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sion of the os calcis in the other (Figs. 3 
and 4). 


In the two cases in which transfer of the 
medial fibers of the achilles tendon were 
transferred to the lateral side of the os calcis, 
there has been no recurrence of inversion of 
the heel. The follow-up period on these two 
cases has been only one year and since our 
experience with this particular tendon trans- 
fer has been limited to these two cases, we 
feel it would be unwise to arrive at any def- 
inite conclusions regarding this procedure. 


CONCLUSION 


In reviewing these 18 cases of tendon trans- 
fer for recurrence of one or more components 
of clubfoot, it is our impression that such 
tendon transfers have very definite value if 
certain factors are established prior to tendon 
surgery. We have tabulated these impres- 
sions for the sake of brevity. 


(1) There is no substitute for adequate 
conservative treatment for any clubfoot. We, 
personally, prefer the use of the wedging cast 
method of treatment. 


(2) Recurrence of any component of the 
clubfoot should immediately be corrected by 
resumption of wedging casts to prevent the 
development of fixed bony deformities. 

(3) Tendon transfers should be resorted 
to only after repeated conservative treatment 
fails. 


(4) Full correction of any recurring de- 
formity must be obtained by plaster prior 
to tendon surgery. 

(5) Transfer of the anterior tibial to the 
base of the fifth metatarsal is of definite 
value for correction of varus of the forefoot. 
Placement of the anterior tibial in any posi- 
tion other than in the base of the fifth met- 
atarsal, will decrease the possibility of a satis- 
factory result. 

(6) Transfer of the posterior tibial to the 
lateral aspect of the foot is of no value in 
preventing the recurrence of inversion of the 
os calcis. 


(7) Transfer of the medial fibers of the 
achilles tendon is preferable to transfer of 
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the posterior tibial for prevention of the in- 
version of the os calcis. 
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DISCUSSION (Abstract) 


Dr. J. Hiram Kite, Atlanta, Ga—I have often won- 
dered if the expression “recurrent clubfoot” is accu- 
rately selected. We have all used it, and it certainly 
has usage in its favor. When we complete the first 
course of treatment with casts we like to think that 
we have completely corrected the entire clubfoot 
deformity. Later, when we find a deformity in the 
foot we say that the clubfoot deformity has recurred. 
I wonder if “partially corrected” or “incompletely 
corrected” clubfoot is not a better term. 


In my own cases when a child returns with some 
deformity in the foot which I thought was sufficiently 
corrected, I think that I was in error, and that the 
deformity was not so completely corrected as I thought 
it was. It is necessary slightly to over correct a club- 
foot for it to retain its correction. If it is over 
corrected too far it will be a flatfoot. There is a 
nice balance between correcting it enough and not 
too much, and this can come only with experience. 


Operations are done on clubfeet in the hopes of 
correcting some remaining deformities which were 
not corrected by casts and wedgings. The better 
we understand clubfoot anatomy and the better we 
understand and apply the basic principles of non- 
operative treatment, the fewer the operative proce- 
dures needed. 


I believe that every clubfoot can be corrected by 
casts, if it is untwisted properly during the first few 
weeks of treatment. The treatment can be easy if 
the forefoot adduction and inversion deformities are 
completely corrected before the foot is brought up 
in dorsiflexion. If the surgeon brings the foot up 
in dorsiflexion before these two deformities are com- 
pletely corrected, the treatment is made very difficult, 
and at times he gets the foot into such a condition 
that it is almost impossible to correct it later with 
casts. 


The pivot point in the foot is the midtarsal joint. 
In the untreated clubfoot the cuboid is medial to 
the anterior end of the calcaneus and the navicular 
is medial to the head of the talus. When the fore- 
foot is abducted to the midline it is at the crucial 
point. It is a little difficult to hold a normal foot 
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exactly in the midline and dorsiflex it. It will turn 
out into abduction and eversion or in to an adducted 
and inverted position. The clubfoot must be carried 
out past this pivot point before it is dorsiflexed. If it 
is not, the navicular will continue on the medial 
side of the head of the talus and the cuboid medial 
to its normal position in front of the calcaneus. No 
matter how long the foot is held in dorsiflexion on 
the medial side of this pivot point, the foot will still 
be in a clubfoot position when released from plaster. 
The forefoot should be abducted well past the pivot 
point so that by palpation or by x-ray the navicular 
is in front of or slightly lateral to the head of the 
talus, and the cuboid slightly lateral to the anterior 
end of the calcaneus. The foot may then be dorsi- 
flexed without too much difficulty, and the foot will 
retain its correction when released from plaster. 


In all of my feet which relapse, it is always the 
equinus deformity which recurs first. The authors 
say that in ninety per cent of their cases it was the 
inversion and varus deformities which recurred first. 
I would suggest that they study some of their x-rays 
made at the completion of their first course of cast 
treatment to see whether the foot was as well cor- 
rected as they thought it was. See whether the talus 
did actually point toward the great toe, and the 
calcaneus toward the fifth toe, and if the calcaneus 
was rolled out from under the talus into the normal 
or preferably into a slight flatfoot position. In my 
cases which recurred, the x-ray showed that I did 
not have the forefoot adduction and inversion de- 
formities corrected. Clinically, this can be easily 
determined as the bones are covered with thin skin. 
When these deformities have not been corrected, the 
head of the talus can be seen, as well as felt, present- 
ing as a prominence on the lateral side of the foot. 


The authors say that muscle imbalance is the major 
factor in causing a recurrence of a clubfoot. Some of 
the writers in the literature seem to think of this 
imbalance as being like the imbalance in poliomyelitis. 
Here the unparalyzed muscle has weak opponents, 
and the normal muscles gradually pull the foot to one 
side and produce a deformity. In a paralytic club- 
foot, transplanting the anterior tibial tendon to the 
lateral side of the foot may so well balance a foot that 
it will later need no stabilization. I will admit that 
this happens in only a few cases. 


In a clubfoot there is a muscle imbalance, but this 
is a mechanical imbalance. The tibial muscles pull 
in a direct line, and from a shortened position, which 
lets them work at an advantage. The peronei muscles 
have to pull from the other side of the pivot point, 
and are stretched around the foot which places them 
in a weakened position. In the congenital clubfoot 

‘there is no damage to the nerves or to the muscle 
fibers as in poliomyelitis. If we restore the clubfoot 
to the normal straight position or a little past the 
pivot position, the anterior tibial will then abduct 
as it dorsiflexes. The peronei will pull in a more 
direct line and will regain their normal strength in 
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a shortened position and will be able to evert the 
foot about like the normal. 

If the imbalance were like the imbalance in polio- 
myelitis, then none of our feet would stay straight 
by correcting the bony alignment of the foot. The 
hundreds of cases which have stayed straight after 
the correction of the bony deformity, is sufficient 
evidence to prove that muscle imbalance is not the 
cause of the deformity. 


I will admit that as we study a partially corrected 
clubfoot and watch the child constantly pull the 
forefoot in and up, that the anterior tibial seems to 
be the deforming element. I did my first trans- 
plantation of the anterior tibial to the lateral side 
of the foot in 1930, I found that this alone did not 
correct the foot. I further found that if I corrected 
the bony deformity, the foot functioned normally and 
no muscle transplantation was necessary. 


In preparation for this discussion I reviewed the 
records of over a thousand clubfooted children whom 
I have treated personally, and find that I have trans- 
planted the anterior tibial tendon in only ten cases. 
In some of the bilateral cases, I transplanted it on 
one foot and used the other for a control. Years 
later I could see no difference in the two feet. 

In transplanting the anterior tibial to the lateral 
side of the foot, I am opposed to placing it in the 
base of the fifth metatarsal, in either the congenital 
clubfoot or the paralytic clubfoot. This gives the 
strongest muscle on the dorsum of the foot too much 
leverage. I have seen a clubfoot converted into a 
very severe flat foot in cases done elsewhere. I prefer 
placing the tendon in the third cuneiform. 

I do not believe we should take the time to discuss 
the two cases mentioned, in which the medial compo- 
nent of the achilles tendon was transplanted to the 
lateral side of its insertion in the calcaneus. This is 
the operation recommended by Steele Stewart. I ex- 
amined the specimen he showed at the meeting of 
the American Orthopedic Association at Virginia 
Beach. This was a still born spina bifida case with 
eventration of the abdominal viscera. Because a 
spina bifida case shows what looked like abnormal 
muscle insertions, it is hardly fair to assume that all 
congenital clubfeet are due to abnormal muscle in- 
sertions. It did not seem that his operation was based 
on very sound reasoning. Unfortunately, a new oper- 
ation presents an irresistible fascination for some sur- 
geons, and we are seeing this operation being used 
all over the country. 

The treatment for recurrent clubfeet which I have 
found most reliable is to correct the bony deformity 
in the younger patients with casts, and for those 
approaching puberty the Hoke type of stabilization 
as recommended by him for the paralytic clubfoot. 


Dr. Arthur H. Weiland, Coral Gables, Fla.—1 should 
like to lend my support to the men with the theory of 
transplanting the anterior tibial tendon. I also set over 
a number of anterior tibials before the war, and I 
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had fairly pleasing results. Following my return 
from service, my interest in this particular manner 
of treatment was regenerated by Dr. Garceau’s report. 
There is no doubt in my mind that Dr. Kite’s pa- 
tient will receive adequate correction by his method 
of treatment. However, I am sure that most of you 
here have had resistant cases of inversion that re- 
turn regardless of how they are corrected. Whether 
it is due to an error in correction, or to a muscular 
imbalance, does not seem to me to make any particu- 
lar difference. If the child persists in having an 
inversion deformity, and you begin to get growth 
disturbances from long application of casts, I feel 
that the quickest way of correcting the disturbance, 
is best for the child. 


I was particularly impressed during the past few 
years with a case of a six-year old boy, whom I saw 
first in 1947. He had had a severe bilateral clubfoot, 
congenital, which had been treated elsewhere, by 
the cast and wedge technic. This treatment was car- 
ried on consistently until the child was six years of 
age, and he still had a rather marked inversion of 
both feet. I succeeded fairly well in correcting the 
deformity in one foot and not well at all in the 
other one, so that in 1949, at the age of eight, I 
took this boy to the hospital with the intention of 
doing a bilateral operation, that is, to set over the 
anterior tibial tendon of both feet. I started out 
with the poorest foot. During the course of the 
operation on the first foot, he went bad under the 
anesthesia, and our very excellent anesthetist advised 
against continuing with the other foot. So we did 
not do that operation on the better foot. I followed 
this boy until along in the mid part of 1949, eighteen 
months later, and the foot which I had operated 
upon, which had been by far the worse of the two, 
was, at that time, by far the better of the two feet, 
in spite of the fact that we had continued to use 
clubfoot shoes on both feet. Later, in 1949, I oper- 
ated upon the other foot and at this time both feet 
are well corrected. 

Again I say, I would like to lend my support to 
setting over the anterior tibial tendon in resistant 
cases. 


Dr. Carpenter (closing)—There are many advan- 
tages in the wedging type of treatment which Dr. Kite 
has advocated. The results with this method in my 
hands have been very satisfactory. 


Some of the cases in this study had been treated 
by other orthopedists. Perhaps as Dr. Kite has 
pointed out, adequate correction may not have been 
obtained by the wedging cast method. I believe that 
improper treatment accounts for many cases of 
recurrence, but in a small percentage of the total 
number of club feet, some muscular imbalance is 
present, and regardless of the adequacy of treatment, 
there will be recurrences. One may get repeated re- 
currences in spite of adequate conservative treatment, 
and in those cases, conservative treatment is again 
indicated. I personally prefer to give the case at 
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least two or three courses of treatment by repeated 
wedging casts. By that time perhaps they should be 
about six years old, and if they continue to occur 
after adequate conservative treatment, then I feel 
there is a definite place for tendon transfer in this 
limited number of cases. 


COMMENTS ON THE PRESENT DAY 
MANAGEMENT OF SYPHILIS* 


By R. H. KamMpmeier, M.D. 
Nashville, Tennessee 


The title suggested for this paper fortu- 
nately is so broad that I need not confine my- 
self to details of present day treatment, details 
quite standardized and known as well, or bet- 
ter to you than to me. My discussion there- 
fore will be in more general terms. 


Before this group it is hardly necessary to 
recount the far-reaching results of the syphilis 
control program inaugurated by Dr. Parran 
in 1935. In our enthusiasm over present day 
treatment it is not amiss to pause and evalu- 
ate the results of the original program. The 
effects of widespread case finding and ade- 
quate treatment in many cases of syphilis are 
being reflected now in the mortality statistics 
and in the hospital wards and clinics. The 
constantly diminishing numbers of patients 
suffering from the late manifestations of syph- 
ilis are not to be accredited to the current 
era of short term therapy but rather, in the 
main, to the syphilis control program which 
began some seventeen years ago. Thus the 
energy and expense in case finding, follow-up 
and attempts at adequate therapy between 
1935 and 1945 are paying off now in de- 
creased morbidity. 

The efficacy of adequate chemotherapy in 
both infectious and early latent syphilis was 
incontrovertibly shown to be followed by a 
remarkable reduction in the incidence of the 
complications of aortitis, neurosyphilis and 
gummatous lesions. The diagnosis and treat- 
ment of early syphilis in hundreds of thou- 
sands of patients between 1935 and 1945 


*Read in Section on Public Health, Southern Medical As- 
sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 

*From the Department of Medicine, Vanderbilt University 
School of Medicine, Nashville, Tennessee. 
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therefore had to reduce the late manifesta- 
tions in the second decade of infection, the 
decade of late clinical disease. Figure 1 and 
Table 1 show the trends of a decreased inci- 
dence of late syphilis in the Nashville area. 
This trend is further indicated by the admis- 
sions of those suffering from general paresis 


CASES OF LATE AND LATE LATENT SYPHILIS AD- 
MITTED TO THE CLINICS IN DAVIDSON COUNTY 
1940 980 235 
1943 580 ere 48 


From the Health Departments of Nashville and Davidson 
County, Vanderbilt University Hospital and Hubbard Hospital. 


‘TABLE | 


ADMISSIONS TO CENTRAL STATE HOSPITAL OF 
CASES OF GENERAL PARESIS 


MANAGEMENT OF SYPHILIS 2927 
to the Central State Hospital in Nashville 
(Table 2). (Its admissions come from middle 
Tennessee.) 


Case finding and an attempt at adequate 
therapy in large population groups provided 
one of the most remarkable preventive medi- 
cal activities which has ever occurred in this 
country. 


The results of those days were not all that 
could be desired because of the therapeutic 
tools available to us. I have spoken of ade- 
quate therapy, but adequate therapy was based 
on confidence in his physician or the clinic 
on the part of the patient. Man being what 
he is and certainly a gambler, especially in 
the younger years of life, had to be cajoled 
and coerced into taking adequate therapy as 
prophylaxis against future disability. To the 
young physician of today it is difficult to 
convey the problems of getting a patient who 
is perfectly well, and particularly an indiffer- 
ent individual who is well, to complete sixty 
weeks of treatment with arsenic and bismuth, 
to return week after week to the clinic or the 
doctor’s office, to sit for an hour or two, to 
receive an intravenous injection which was 
often attended by unpleasant reactions and 


Period No. of Cases 

TABLE 2 
JULY 1925 
to 
JULY 1940 
AVERAGE 
PER 
SYR. PERIOD 


NEUROSYPHILIS 
CARDIOVASCULAR 
LATE BENIGN 
CONGENITAL 


WG 


T T 


60 680 WO j20 140 60 180 200 220 240 260 280 300 320 340 360 380 400 


NUMBER OF CASES 


CONGENITAL -(THOSE OVER AGE 15 YEARS) 


Fic. 1 


This shows the decreasing incidence of late syphilis in the Vanderbilt University Hospital Syphilis Clinic. 


(The ex- 


perience of the first 15 years could not be broken down by 5-year periods. Therefore a 5-year average for this period is 
used for comparative purposes.) 


4 
— 
JULY 1940 — 
SCE 
to 
JULY 1951 
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to receive bismuth into the buttock with some 
attendant discomfort. To complete treatment 
took faith in the doctor. This was particu- 
larly true in private practice where, all too 
frequently, disproportionate charges were 
made for injections. Under such circumstances 
the patient too often thought that his phy- 
sician was “probably bleeding him” with need- 
less therapy. With such a belief the patient 
often would not complete his allotted therapy. 
Many of our present instances of neurosyph- 
ilis and of cardiovascular syphilis are from 
among those who had inadequate therapy in 
past years. 

The big problem, however, which presented 
itself under the old type of treatment was of 
a public health nature. This was the control 
of the infectious cases. Inadequate therapy 
did much to maintain a reservoir of in- 
fectious syphilis. This problem involved 
the younger group of patients especially. 
Many of you recall the young man _ with 
a penile chancre who, after the painless 
lesion had healed following a few  injec- 
tions of arsenic, refused to complete the re- 
maining months of treatment. He could not 
or would not believe that this little sore might 
cause future trouble, and he, in infectious 
relapse, was commonly the source of syphilis 
in his consorts. Even when treatment was 
completed the relapse of recurrent infectious 
lesions within the two years after completion 
of treatment ran as high as some 8 to 10 per 
cent. Infectious relapse presented a greater 
hazard to the public at large than the original 
infection. Thinking themselves cured, pa- 
tients tended to disregard lesions which were 
unlike the original lesions. Relapse lesions, 
such as mucous patches, appear to be innoc- 
uous to the patient or are not even known to 
be present. Here was the common cause of 
conjugal syphilis, the man thinking himself 
cured, entered into marriage and later de- 
veloped a relapse. 


Since the relapse rate was as high as 10 per 
cent in those completing sixty weeks of treat- 
ment for acute syphilis, it probably increased 
arithmetically with inadequate treatment. Ex- 
act figures always were lacking as to the re- 
lapse rate, let us say, in those who took one- 
third, one-half or three-fourths of their treat- 
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ment, since the uncooperative patient is least 
likely to return to the clinic at the time of 
relapse. Nevertheless, clinical impressions 
clearly indicated that the relapse rate was re- 
lated to the amount of therapy: the less treat- 
ment the higher the incidence of infectious 
relapse. The completion of therapy then was 
the goal of the health officer, public health 
nurse and social worker in the days of metal 
therapy. The larger the community the less 
likely that a high rate of completed treatment 
would be obtained. Our own clinic had one 
of the best experiences in the country. It is 
mentioned merely to show that with such a 
good experience still a fair number of patients 
received inadequate therapy. Also it illus- 
trates the insurmountable difficulties encoun- 
tered in the shifting populations of large cities 
where completion rates commonly fell below 
50 per cent. At the Vanderbilt University Hos- 
pital clinic 80 per cent of the white and 50 
per cent of the colored patients completed 
chemotherapy, a rate unsurpassed in an urban 
community and obtained only by the most 
diligent follow-up on the part of our out- 
standing social worker, Miss Anne Sweeney. 


Thus the great problem in the prevention 
of late syphilis and in the control of acute 
syphilis lay, to a large extent, in the pro- 
longed uncomfortable treatment. Before the 
days of penicillin one of these factors, the 
long-term aspect was attacked by using arsenic 
over short periods, treatment methods as ef- 
fective as penicillin therapy. As early as 1935 
Chargin and his associates introduced the 
“intravenous drip” with neoarsphenamine; in 
1937 the less toxic arsenoxide became avail- 
able for such use, the mode of therapy used 
in the Rapid Treatment Centers of World 
War II, though deaths occurred due to ar- 
senical intoxication. One of the most effective, 
safer short-term methods of treatment for 
acute syphilis was Eagle’s, in which three in- 
jections per week of mapharsen® and one of 
bismuth for 10 weeks only permitted minimal 
infectious relapse rates not even surpassed by 
penicillin. This laid the basis for the 26-week 
treatment course used by the Armed Forces 
in the pre-penicillin days of World War II. 


The application of penicillin to the treat- 
ment of syphilis by Mahoney in 1943 was a 
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landmark in the control of syphilis. From 
then on the biologic cure of the early syphili- 
tic has made great strides and has led to the 
present state of a rapidly disappearing dis- 
ease. Penicillin offered a type of treatment 
which met all of the shortcomings of pro- 
longed metal therapy. It could be given with 
practically no discomfort, was associated with 
practically no untoward reactions and cer- 
tainly with no serious reactions, and treatment 
could be completed in a very short space of 
time. Treatment could be completed while 
the patient still was anxious about the disease 
and before he developed the attitude that pos- 
sibly treatment was needless. Results were not 
100 per cent in terms of cure and prevention 
of relapse, because infectious relapses did and 
do occur under penicillin therapy. Never- 
theless, since practically all patients completed 
treatment, the relapse rate was bound to be 
less because the great block of inadequately 
treated patients was eliminated. Thus the 
reservoir of acute syphilis had to be dried up 
to a certain degree through the elimination 
of cases of infectious relapse. To some extent 
this reservoir was not drained so rapidly as 
might have been expected, because now for 
the first time reinfection became a reality. 
Biologic cure in a short space of time pre- 
vented the development of immunity; reinfec- 
tion then became not too unusual, and we saw 
individuals with three separate and distinct 
infections, each cured by penicillin. However, 
these cases could not counterbalance the great 
gains made by the reduction in the cases of 
infectious relapse. With experience it became 
known that as little as 1,200,000 units of peni- 
cillin given at 1 injection could cure a patient 
with a seronegative chancre. This dosage of 
penicillin given to the patient with gonorrhea, 
an amount actually in excess of that needed 
for the “cure” of gonorrhea, would prevent 
the development of syphilis. Such treatment 
of gonorrhea as prophylaxis against syphilis 
no doubt makes another great contribution 
to a reduction in the reservoir of acute 
syphilis. 

If we add to the remarkable preventive ef- 
fects of treating adequately with metals large 


numbers of persons between 1935 and 1945, 
the effective control of much of the acute 
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syphilis in the country by penicillin between 
1945 and 1955, the prospects are startling. The 
incidence of the late manifestations of syphilis 
certainly will continue to decrease. We should 
expect that by 1960 to 1970 the medical stu- 
dent rarely will have the experience of diag- 
nosing saccular aneurysm of the aorta, pare- 
sis, aortic insufficiency and gummatous syph- 
ilis. 

In coming to the present day management 
of syphilis one may comment upon the ad- 
vantages of an organized plan of study in ap- 
plying a treatment method. In contrast to the 
many years needed to evaluate treatment with 
metals and to set the criteria for adequate 
therapy, penicillin became established as ef- 
fective treatment in a short period of time. 
The studies of the Clinical Cooperative Group 
two decades ago laid the foundation for what 
would be required in a new study. 


Following Mahoney’s report in 1943, a pilot 
study was set up in the fall of that year for 
the evaluation of penicillin as a treponemo- 
cidal agent. A cooperative study was then 
set up for about 25 clinics, in the main civilian, 
with several Army, Navy and U. S. Public 
Health units. Dosage schedules were agreed 
upon by a committee, as well as the criteria 
for diagnosis and follow-up. Those of us 
who took part in this effort reported all our 
results on forms applicable to statistical evalu- 
ation at a Central Statistical Unit.* As ex- 
perience was gained concerning dosages and 
with changes in the forms of penicillin the 
committee altered plans of treatment from 
time to time. By this cooperative effort 20,- 
000 cases provided an experience with infec- 
tious syphilis between early 1944 and 1949. 


From this study and an accumulating ex- 
perience in many other clinics of the country, 
numerous papers appeared upon the treat- 
ment schedules which seemed to offer the 
best results in terms of cure and in infectious 
and serologic relapse. Changes became neces- 
sary as aqueous penicillin of the amorphous 
type was replaced by penicillin G. The 
around-the-clock treatment could be aban- 
doned as depot penicillin was developed, first 
the beeswax - peanut oil - penicillin mixture, 


*At the Johns Hopkins University School of Hygiene and 
Public Health. 
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then procaine penicillin in oil and finally the 
combination of aluminum monostearate with 
procaine penicillin in oil. The latter permits 
greater intervals between treatment. It would 
be useless to review this accumulation of 
knowledge. It has been crystallized recently 
by a group of syphilologists in recommended 
treatment schedules for the various forms of 
syphilis.!. The treatment schedules of your 
health departments if not based on these rec- 
ommended schedules are no doubt similar. 


By the application of such recommended 
therapy one can be assured of biologic cure 
in primary syphilis, either seronegative or 
seropositive, and a minimum relapse rate of 
about 5 per cent in the case of secondary syph- 
ilis. Such effective antisyphilitic treatment 
should reduce the reservoir of infectious syph- 
ilis to the irreducible minimum by the cure 
of practically all cases falling into the hands 
of physicians. Secondary syphilis with only 
a 5 per cent infectious relapse rate will be 
the spring which feeds the reservoir of in- 
fectious syphilis. The biologic cure of early 
syphilis by penicillin will insure the infected 
person against the development, one to two 
decades later, of the disabling complications 
of syphilitic aortitis and neurosyphilis. 


What is the evidence that the reservoir of 
infectious syphilis is being dried up? There 
are conflicting opinions and reports on this 
subject. As the number of acute cases became 
less and less in our clinics in the earlier years 
of penicillin therapy, we and others felt that 
possibly our impression of a decreasing inci- 
dence of reported cases of acute syphilis was 
not entirely correct. With short treatment 
the expense of treatment was much less than 
with arsenotherapy. We knew that physicians, 
who previously referred patients to the Van- 
derbilt University Hospital Clinic because 
they realized the patient would become med- 
ically indigent on prolonged chemotherapy, 
were treating patients with penicillin. Fur- 
thermore, with better economic circumstances 
more patients were able to pay for antisyph- 
ilitic treatment. We learned, also, that many 
private physicians treated patients with peni- 
cillin who would not use metal therapy in 
their office. Because of the responsibilities 
attached to arsenotherapy many physicians, 
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leaving treatment to a nurse, preferred not to 
deal with the possible reactions and subcu- 
taneous infiltrations and therefore referred 
particularly the financially borderline cases 
to the Vanderbilt Clinic. Because of ease of 
administration and safety penicillin could be 
given by the office nurse without trouble to 
the doctor. Private cases are not reported so 
frequently as are clinic cases. Therefore many 
felt that the decreased incidence in reported 
syphilis might be more apparent than real. 


However, with the passage of several more 
years, it can now be conclusively stated that 
from our experience and that of others the 
incidence of acute syphilis has dropped re- 
markably. The experience in Davidson Coun- 
ty is presented in Figure 2. (It is of interest 
to note the temporary increase in acute syph- 
ilis as men returning from service mixed with 
the population.) The patients of the Nashville 
City Health Department are from the urban 
population, generally of the indigent levels. 
Those in the Davidson County Clinic come 
from the semi-urban and rural areas and small 
suburban towns. The patients of the Vander- 
bilt University Hospital Clinic, medically in- 
digent usually pay a small fee; a few come 
from outside the county. The cases of acute 
syphilis in the Vanderbilt University Hospital 
Clinic are shown to be only | per cent of those 
at the peak in our control program about 15 
years ago. Though our clinic is not entirely 
an indigent clinic and there might be ques- 
tion as to whether there is a real decrease in 
incidence, the decrease is paralleled in the 
other clinics of the country. Personal com- 
munications from some of the large urban 
clinics whose clientéle is entirely indigent has 
shown approximately the same decrease in 
acute syphilis. There is no question then that 
the incidence of acute syphilis has been re- 
duced in an almost unbelievable manner. The 
reservoir of acute syphilis has become a small 
pool and will finally probably reach the very 
irreducible minimum. 


What are the public health implications? 
I do not wish to appear pessimistic, but we 
must not turn our back on the remaining 
small pool of acute syphilis. Case findings 
must continue and particularly is that true 
in contact investigation of the acute cases 
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which do appear. The importance of this is 
shown by a recent demonstration of promis- 
cuity among the students in one of the high 
schools for colored pupils in Nashville (Fig. 3). 
If such an investigation had not been carried 
out, and if those infected had not been treat- 
ed, through their homosexual and heterosex- 
ual promiscuity these boys and girls would 
have been the source for a widening pool of 
infectious syphilis. Therefore, one of the 
functions of the public health nurse and of 
the physician dealing with syphilis must be 
to trace the contacts of every patient who has 
had acute syphilis. This will need to be con- 
tinued in the coming years as with the occa- 
sional case of smallpox or typhoid fever. 
Another item having to do with the public 
health aspects of acute syphilis is the follow- 
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up of treated cases in order to find those 
patients who have had infectious or sero- 
relapse, the latter suggestive of probable infec- 
tious relapse. Investigation of the contacts of 
such a patient, as well as the further investiga- 
tion of the spinal fluid and re-treatment are 
essential. I have been disturbed by the fact 
that the post-treatment follow-up in some of 
the public health clinics, as well as by private 
physicians, has been neglected. I am told that 
the law of diminishing returns has its applica- 
tion here, the paucity of infectious relapses 
making it economically unsound to utilize 
personnel for the follow-up of treated cases. 
Though this may be true, the responsibility 
for the treatment of syphilis is not fulfilled 
with the completion of treatment. The educa- 
tion of the patient concerning the possibility 
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of relapse, particularly if he had reached the 
secondary stage at the time of treatment, and 
the need for observation for a period of two to 
five years is mandatory. We know that in some 
persons who have reached the secondary stage 
of syphilis, the host-parasite relationships are 
such that penicillin can not be a guarantee 
against relapse. For his good and that of the 
public his serologic course must be followed 
for some years. The following case demon- 
strates an admittedly extreme example of the 
need for follow-up and re-treatment if neces- 
sary. 

Case 1.—E.W.D., a 36-year-old white man, presented 
himself at the Health Department of Nashville in Au- 
gust 1946 after having had a penile lesion. At this 
time his quantitative Kahn test showed 20 units. On 
September 26, 1946, he had 40 units and a penile lesion 
which was darkfield positive. He was transferred to 
the East Tennessee Medical Center. Here the T. 
pallidum was again demonstrated and a diagnosis of 
secondary syphilis was made. The Kahn test showed 
80 units; the spinal fluid was negative. He was given 
1,800,000 units of penicillin, 5 injections of mapharsen® 
and 3 of bismuth. 
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On February 18, 1947, the Kahn titer was down to 
3 units. One month later it was 20 units and on 
March 18 it was 30 units. 

He was advised to return to the East Tennessee 
Medical Center, where he appeared on April 15 with 
20 units, and again a negative spinal fluid. He was 
diagnosed as having sero-relapse and was given 3,600,- 
000 units of penicillin, 5 injections of mapharsen® 
and 3 of bismuth. This was followed by several posi- 
tive Kahn tests of low titer. 


On October 13 and 20, 1947, he had 10 and 40 Kahn 
units respectively. He was re-admitted to the Treat- 
ment Center with a darkfield positive penile lesion 
and was diagnosed as having infectious relapse. Spinal 
fluid was negative. He was given 3,600,000 units of 
penicillin, 5 injections of mapharsen® and 3 of bis- 
muth. His blood showed 10 Kahn units on December 
1, and on April 19, 1948. 

He was first seen at the Vanderbilt University Hos- 
pital Clinic on April 27, 1948. Two weeks before he 
had developed lesions on the penis, scrotum, hands 
and between the toes. Examination showed a few 
palmar papules, two moderately deep lesions on the 
medial surface of the left third toe, several shallow 
ulcers on the glans penis, one on the shaft and 4 on 
the scrotum. T. pallidum was demonstrated by dark- 
field in the lesions of the glans and toe. His blood 
showed 20 units, the spinal fluid was negative. The 
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Case of primary (1) and secondary (II) syphilis found among Negro high school pupils in a matter of a few months 
by contact investigation in 1951. (Courtesy Dr. John Lentz, Davidson County Health Department, Nashville.) 
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diagnosis was infectious relapse. He was given PBO 
600,000 units three times weekly to a dosage of 18,- 
000,000 units. During the following five months eight 
blood tests were of low Kahn unitage. 


On October 19, 1948, he presented a moist, super- 
ficial, non-indurated lesion on the scrotum of two 
weeks duration. It was darkfield positive and another 
infectious relapse was established. Spinal fluid was 
negative. He was given an injection of 1,200,000 units 
of aluminum monostearate procaine penicillin. This 
was repeated in one week. During the next seven 
months he had ten low titer positive blood tests, with 
one negative test on May 14 but positive on June 11. 
On June 25, 1949, his blood showed 40 units; on 
July 16, 20 units. On July 30 he called attention to 
several desquamating papules on the palms. Two 
ulcers were present on the right great toe of two weeks 
duration (Fig. 4). He had dropped a weight on the 
foot some 2 or 3 months before. T. pallidum was 
demonstrated in these lesions, again infectious relapse. 
Spinal fluid was negative. He was given 4 weekly in- 
jections of 1,200,000 units of aluminum monostearate 
procaine penicillin. The lesions healed promptly. His 
blood showed 80 Kahn units on August 13. Thereafter 
through the succeeding 9 months the titer dropped 
to low levels. It was negative on October 14, 1950, 
and June 23, 1951. He has not been seen since then. 


This patient may be considered to have had 
four episodes of infectious relapse after the 
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Darkfield positive lesion of great toe following trauma, the 
patient’s fourth infectious relapse. 


original acute infection. This has seemed to 
be the diagnosis in spite of constant promiscu- 
ity, because of the type of lesions and persist- 
ent seropositivity. (The one negative test may 
be discounted as error.) Positive complement 
fixation tests accompanied all the positive 
Kahn tests after he became a patient in the 
Vanderbilt Clinic. 


The maintenance of high titer serologic 
tests or sero-relapse after treatment for acute 
syphilis makes the re-examination of the spinal 
fluid and contacts, as well as re-treatment, es- 
sential. 

Case 2.—J.R.R., a white man, age 31, was seen in 
the secondary stage of syphilis. He had a Kahn titer 
of 40 units in the blood test and a negative spinal 
fluid. At that time treatment consisted of 1,200,000 
units of aqueous penicillin and 3 injections of bismuth. 
The blood was negative at 12 weeks. 


At 24 weeks the Kahn titer was again at 40 units; 
he had darkfield positive lesions of infectious relapse. 
The spinal fluid showed neurorelapse as well: protein 
of 54 mg. per cent, 16 cells per cu. mm., the Wasser- 
mann test positive in 0.2 cc. and a 5433210000 mastic 
curve. 

Case 3—A 25-year-old Negro man presented him- 
self with secondary syphilis, darkfield positive and a 
Kahn titer of 40 units. Spinal fluid showed a 31 mg. 
per cent of protein, 42 cells per cu. mm. a positive 
Wassermann in | cc. only, and a flat mastic curve. He 
was given 4,800,000 units of penicillin in 7 days. The 
Kahn titer remained between 40 and 80 units, then 
fell to become negative by the fifty-first week, remain- 
ing so until the ninety-sixth week when the titer was 
40 units. The spinal fluid now showed a protein of 
42 mg. per cent, 112 cells per cu. mm., and a positive 
Wassermann in 0.2 cc. Re-treatment was carried out 
with PBO 9,600,000 units in 8 weeks. This was followed 
by a fall in Kahn titer. 

Leaving the field of acute syphilis we now 
may review briefly the management of other 
forms of syphilis. In acute syphilis the resolu- 
tion of clinical manifestations and the response 
of serologic tests serve as criteria of cure or 
control. The serologic tests on the blood in 
late syphilis offer little help. 


Of the common forms of late syphilis, neuro- 
syphilis alone is one in which either clinical 
manifestations or laboratory studies can give 
us information to evaluate the results of ther- 
apy. Thus we have in the spinal fluid evi- 
dences of activity, an increase in protein and 
cells, offering a measuring stick for the results 
of therapy. Penicillin was not available for 
general use in other than the acute stage of 
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syphilis until about 1946. Therefore, the ex- 
perience with penicillin in neurosyphilis has 
been relatively recent and the final results may 
not be firmly established. Nevertheless, the 
trends are so clear-cut that certain conclusions 
can be reached. The use of penicillin in the 
treatment of acute meningeal syphilis, now 
rarely seen, is as effective as in the treatment 
of acute syphilis. The effect of penicillin on 
meningovascular syphilis is excellent. The 
reversion of the spinal fluid findings in tabes 
dorsalis occurs in some 60 per cent of cases; 
those changes which have taken place in the 
posterior columns of optic tract in the tabetic 
are not reversible to any major degree. It is 
only relatively recently that clinicians agree 
that paresis may be safely treated with peni- 
cillin alone, and that adjunctive fever therapy 
may be discarded. Penicillin therapy has led 
to normal spinal fluids in about 50 to 60 per 
cent of instances of paresis; reduction in cells 
and protein occurs in a high proportion of 
cases. Though penicillin has led to the control 
of neurosyphilis when once established, it is 
not curative in all cases. (Bruetsch? has shown 
pathologically that the spirochete may still be 
present in the brain even after penicillin 
therapy.) Experience has shown that relapses 
do occur in neurosyphilis, a reactivation of the 
process being reflected in a reappearance of 
abnormal amounts of protein and pleocytosis. 
From the experience accumulated in the past 
five years it seems that a total dosage of 6 to 12 
million units of penicillin will in most in- 
stances control the inflammatory process in 
the central nervous system. Careful observa- 
tion and repeated spinal fluid examinations 
in the five years following therapy are neces- 
sary in order to recognize the 5 per cent of 
cases in which reactivation of the syphilitic 
process occurs. Clinically the results have been 
as satisfactory as with fever therapy, though 
the damage done, in terms of loss of cortical 
cells and replacement by gliosis, obviously is 
an irreversible process irrespective of the type 
of treatment. 


In the management of cardiovascular syph- 
ilis, aortic insufficiency and aneurysm, the 
complications of aortitis, the outlook remains 
gloomy. It must be so because the pathologic 
changes are due to a scarring process, the re- 


March 1953 


sult of years of low-grade inflammation in the 
aortic wall. Medication has never resolved a 
scar. The outlook in aortic insufficiency is 
dependent in the main upon the myocardium. 
The rate of myocardial decompensation de- 
pends in turn upon (1) the degree of valvular 
insufficiency; (2) the presence or absence of 
syphilitic stenosis of the coronary orifices; (3) 
preceding hypertension; and (4) the age of the 
patient and degree of coronary atherosclerosis. 
The outlook in saccular aneurysm depends 
upon the rapidity of its growth, in part related 
to the amount of the clot within the sac, and 
the anatomic structures pressed upon. 


Though late benign syphilis seems to re- 
spond to penicillin, a couple of refractory cases 
have been recorded. We are reporting the ap- 
pearance of a second gumma after treatment 
of a previous gumma with penicillin. 


The effects of penicillin in the treatment 
of late latency must await the passage of time. 
One would guess by analogy with neurosyph- 
ilis that penicillin should be adequate to con- 
trol foci in late latent syphilis. After a decade 
or more, its adequacy will be measured in the 
incidence of gummatous and cardiovascular 
syphilis which will appear in the latent cases. 
We anticipate that the treatment of late latent 
syphilis will be effective. However, theoreti- 
cally one may pose the question of whether a 
relatively inactive inflammatory process, as 
occurs at foci in late latent syphilis, is vulner- 
able to a few days exposure to a spirocheti- 
cidal substance such as penicillin to the same 
degree as in the active inflammation of acute 
syphilis, or of active neurosyphilis, or of a 
gumma. Since we know from Bruetsch’s? work 
that spirochetes are still demonstrable after 
the treatment of neurosyphilis and that evi- 
dence of inflammation persist in the aortitis, 
it seems possible that an inactive focus with 
little vascular reaction about it might not be 
penetrated by penicillin. At a later date such 
foci might be the source from which gummas 
would develop, or they might lead to the 
continued low-grade inflammation in the wall 
of the aorta which ends in cardiovascular syph- 
ilis. Thus we shall need to await the proof 
of time in terms of the incidence of late mani- 
festations of syphilis in the treated latent 
case. 
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All of us who are following these patients 
are doing so with great interest, having these 
points in mind. Certainly the serologic re- 
sponse can be of no help, since no type of anti- 
syphilitic therapy shows much tendency either 
to decrease the titer or to reverse the sero- 
logic reactions in patients with long estab- 
lished latent syphilis. We are observing our 
penicillin-treated late latent cases at intervals 
for the development of aortic insufficiency, 
aortic dilatation as might be found fluoros- 
copically, or for the appearance of gummatous 
syphilis. 

In addition to the well documented effec- 
tiveness of penicillin in the treatment of acute 
syphilis and neurosyphilis, there is another 
field in which its efficacy is unquestioned: 
this is in the prevention of prenatal syphilis. 
The effectiveness of penicillin upon syphilis 
in the fetus is nothing short of astounding in 
the management of the syphilitic pregnant 
woman. Prenatal syphilis for practical pur- 
poses has been eliminated. It is encountered 
now but rarely in most clinics. The treatment 
of congenital syphilis is the same as that for 
acquired syphilis, with the same effectiveness 
in the infectious stage as in the later mani- 
festations. 


One of the enlightening side effects of the 
program on syphilis control is the contribu- 
tion made by mass blood testing to the knowl- 
edge of false positive reactions, either in nor- 
mal individuals or in the presence of non- 
syphilitic diseases.* Some 15 years ago in the 
mass blood testing of the students at a large 
middle western university it became apparent 
that some of the positive reactions encoun- 
tered were not related to syphilis. Since then 
there has been an increasing frequency of re- 
ports of the circumstances under which falsely 
positive tests might be encountered. Knowl- 
edge on this subject expanded during World 
War II through carefully controlled serologic 
studies in the armed services. Though the se- 
rologic test has not lost its value in case find- 
ings through mass blood testing, in the indi- 
vidual patient the evaluation of a positive 
blood test sometimes becomes a matter of ex- 
treme importance and requires a broad knowl- 
edge of syphilis and clinical medicine in gen- 
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eral. There is no anxiety state worse than syph- 
ilophobia. Therefore, the diagnosis of syphilis 
in some individuals, who by chance are not 
syphilitic, is of far-reaching importance in 
terms of future mental health, rejection of 
marriage, decision against offspring and the 
like. It is now known that a certain percent- 
age of persons intrinsically have positive tests 
of the flocculation variety without having had 
syphilis. It has furthermore been shown re- 
peatedly that falsely positive flocculation tests 
are not uncommon in a number of viral dis- 
eases, including infectious mononucleosis, viral 
pneumonia, lymphopathia venereum and vac- 
cinia, and in children in mumps, measles and 
the like. Furthermore, it is known that false 
positive tests are not unusual in nonsyphilitic 
protozoan diseases, such as malaria and the 
various spirochetal diseases in this country: re- 
lapsing fever, rat-bite fever and spirochetal 
jaundice. Nor are false positive tests unusual 
in such immunologic reactions as after booster 
doses of tetanus toxoid or after injections of 
animal serums. In certain chronic diseases, 
especially those associated with hyperglobuli- 
nemia, as in disseminated lupus, sarcoid and 
others, false positive tests may be encountered. 
The complement fixation test, being more 
highly specific, is of great aid in the serologic 
evaluation of such cases. 


SUMMARY 


(1) The syphilis control program inaugu- 
rated in 1935 has led to a remarkable diminu- 
tion in the late manifestations of syphilis now 
a decade and more after the adequate treat- 
ment of many in our population by arsenic 
and bismuth. 


(2) Case finding and treatment in the days 
of metal therapy led to a reduction in the size 
of the reservoir of infectious syphilis. 


(3) With the introduction of short-term 
treatment, especially with penicillin, the res- 
ervoir of acute cases has shrunken to a greater 
degree and should reach the irreducible mini- 
mum. 


(4) Biologic cure by penicillin in acute syph- 
ilis is practicable with but few exceptions, 
notably in cases of secondary syphilis. 
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(5) The results of adequate therapy in al- 
most all cases of acute syphilis will lead to 
the practical elimination of the late manifes- 
tations of syphilis in the coming 10 to 15 
years. 

(6) The satisfactory treatment of neuro- 
syphilis is accomplished in most instances by 
penicillin. The complications of syphilitic 
aortitis can not be modified to any degree by 
penicillin since the pathologic process in the 
main is that of irreversible scarring. 

(7) The efficacy ‘of penicillin therapy for 
the pregnant syphilitic woman has for prac- 
tical purposes eliminated prenatal syphilis. 

(8) Congenital syphilis responds well to 
antibiotic therapy. 

(9) Public health activities must include 
continued case finding and contact investiga- 
tion to prevent refilling of the pool of infec- 
tious syphilis among the sexually promiscuous 
group. 

(10) Continued education of the patient for 
the need of follow-up is essential especially 
for those treated for secondary syphilis and 
neurosyphilis, so that infectious relapse and 
reactivation in the nervous system respectively 
may be recognized and controlled. 

(11) The problem of false positive reactions 
has become prominent in diagnosis. 
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DISCUSSION (Abstract) 


Dr. Maurice Kamp, Baltimore, Md.—All who par- 
ticipated in this program of effective venereal disease 
control should feel justifiably proud for this is one 
of the triumphs of recent modern medicine and public 
health. 

One aspect of this picture was of special interest 
for me. A clinic in which I worked in the pre- 
penicillin days was also blessed by having a diligent 
public health nurse who worked with a missionary 
zeal to educate the patients and to persuade them to 
carry on with treatment until completion. We con- 
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gratulated ourselves that 20 to 25 per cent of our 
patients did so. If it is kept in mind that the average 
completion in most of the clinics, including some of 
the best, was rarely higher than 10 or 12 per cent, 
it gives one an idea of the work, the patience and the 
persistence involved in Dr. Kampmeier’s clinic to 
achieve 80 per cent completion in whites and 50 per 
cent in Negroes. Even at this late date recognition of 
that work should be given. 


The fact that small amounts of penicillin are effec- 
tive in very early syphilis can be put to practical use. 
During the incubation period, three weeks or longer, 
competent confirmed work has shown that 600,000 
units of penicillin are sufficient to destroy the relatively 
few treponemes that are present in the body. 

Many patients who develop gonorrhea have been 
exposed to syphilis at the same time or shortly after. 
Many state health departments are recommending to 
physicians and health officers that treatment for gon- 
orrhea consist of 600,000 units of penicillin instead of 
the customary 300,000 units. In this way many pre- 
clinical cases of syphilis can also be adequately treated. 


It is heartening to hear the speaker plead for con- 


_tinued syphilis control. The health departments should 


incorporate this work in their generalized health pro- 
gram. In many places refresher courses are given to the 
nurses so they can do interviewing, contact tracing 
and work in the venereal disease clinics. The private 
physicians as well should be kept informed and their 
interest stimulated to recognize that syphilis is still 
a problem. One need only list some of the matters 
about which physicians inquire to recognize that a 
problem still exists. 

(1) Wassermann-fastness, and the futility of in- 
definite treatment for a positive blood test. 

(2) Herxheimer reactions, which have been so great- 
ly exaggerated. In connection with this, the use of 
bismuth or small “desensitizing” doses of penicillin 
should be abandoned because they waste valuable time 
and are of no value in preventing reactions. 

(3) Should women with syphilis be treated every 
time they become pregnant? 


No disease that numbers its early cases in the thou- 
sands and the total reported cases in the tens of 
thousands as syphilis still does each year, can be con- 
sidered a forgotten clinical entity. Syphilis has been 
controlled but it has not been suppressed. 


I should like to suggest a point in connection with 
congenital syphilis. Many pregnant women are being 
infected late in gestation so that a prenatal test early 
in pregnancy is not completely protective for the in- 
fant. I suggest that two tests be done during preg- 
nancy: one when the patient is first seen and another 
during the last trimester, preferably the eighth or ninth 
month. In this way, and recalling the effectiveness of 
penicillin during the whole of gestation, the small 
number of prenatal cases of syphilis should become 
even smaller. 


Infectious relapses have always posed difficulties in 
the management of cases of syphilis. One of these 
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is the problem of asymptomatic reinfection. In ani- 
mals, asymptomatic reinfection can be demonstrated 
easily. These animals demonstrate no signs of syph- 
ilis except the presence of a positive serum test. How- 
ever, infection is present, for lymph node transfer to 
other uninfected animals results in demonstrable in- 
fection in the second animal showing that treponemes 
were present in the transfer tissue. All recognize that 
animal reactions cannot always be translated into hu- 
man clinical findings but this is suggestive. The 
speaker emphasized the importance of blood test 
follow-up after treatment, and I cite this experi- 
mental work to emphasize the value of blood test 
follow-up. Infectious relapses may present so few signs 
and symptoms that even a careful and skilled exami- 
nation of the patient will not reveal them to the 
examiner. However, if a quantitative blood test follow- 
up has been maintained, a sustained rise in positivity 
is manifest. Whether cases are infectious relapses or 
reinfections, symptomatic or asymptomatic, is of aca- 
demic importance. From a public health point of 
view in either case, the patient should be re-treated. 


As the total of syphilis cases declines, the propor- 
tion of false positive cases of syphilis becomes larger. 
A test that provides real help in differentiation is the 
treponemal immobilization test. This test detects the 
presence or absence of an immobilizing antibody in 
the blood serum. This is a true antibody and is not 
related to or the same as reagin, the antibody which 
forms the basis for all the customary serologic tests. 
To date there have been no false positives with this 
test. First advanced by Nelson and Mayer, confirmed 
and augmented by Magnuson at Chapel Hill, this 
test is being adopted by an increasing number of 
laboratories. While still rather difficult to do tech- 
nically, work on it is being carried out so that it may 
be feasible for the average laboratory to do this test 
to help the physician in his cases of false positive 
blood tests. 


Dr. W. H. Y. Smith, Montgomery, Ala—In_ the 
Rapid Treatment Center at Birmingham, Alabama, 
this year, we studied a thousand cases that had been 
admitted to the Center from 1946 to 1951. As part 
of their original physical examination, they all had 
spinal punctures. We found 62 during that five-year 
period that had spinal fluid positives. In the re- 
evaluation of this group of patients whose blood 
showed 3 or more Kahn units, after they had been 
treated with a varying type of treatment from 1.2 
million units of penicillin to 6 million units, we found 
no additional positive spinal fluids. I think that 
speaks well for our modern treatment of syphilis. 


Dr. Robert W. Ball, Columbia, S. C.—I want to em- 
phasize the need for eternal vigilance in syphilis con- 
trol. 


You have seen the rise and the decline in cases of 
syphilis which rather closely parallels the intensity of 
case-finding activities. That has been our experience 
in South Carolina and it is still our experience. I ant 
afraid that many of our own public health personnel, 
as well as the public, have become somewhat lulled 
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into a false sense of security by these lowered figures 
on cases reported. 

Due to circumstances beyond our control, there has 
been a decline in our own routine case-finding activi- 
ties. The result is what you might naturally expect: 
a definite decline in the number of cases reported. 
At the same time, this year, we have made mass 
surveys in one or two of our larger areas, and in each 
instance it has shown up a tremendous reservoir of 
syphilis; also, in the recheck on our positives, we 
found a substantial number of cases with spinal fluid 
involvement. 

This should be significant in that, despite the ap- 
parent decline in syphilis morbidity, the surveys have 
shown that the actual prevalence is still high. If we 
relax in our efforts, as a result of this apparent 
decline, we shall go back where we were ten years 
ago. I can therefore only re-emphasize what has 
already been told you, and that is the need for con- 
stant and eternal vigilance in control. 


Dr. Kampmeier (closing)—We must keep our eyes 
open constantly for new cases. We must search for 
them, and I feel that in the public health depart- 
ments and clinics of the country this must particularly 
be true, because it is through such activities only that 
syphilis can be controlled. 

The adequate treatment, let us say the more than 
adequate treatment, of gonorrheal cases is good pre- 
vention in so far as syphilis is concerned. In past 
experience some 20 per cent or so of individuals who 
acquired gonorrhea also acquired syphilis; the ade- 
quate treatment of the gonorrheal patient then is 
bound to eliminate some cases of acute syphilis. 

The point made with regard to the second blood 
test in the pregnant woman is certainly worthy of 
emphasis. We all know that the human male, being 
biologically what he is, may expose himself to in- 
fection during the wife’s pregnancy and so may intro- 
duce syphilis to the family. Under such circumstances 
the infection often takes place in the latter part of 
pregnancy. 

It should be our custom to have a blood test 
again in the last trimester of pregnancy. In treated 
cases we usually have our patients come back monthly 
just to pick up instances of serorelapse a clear cut 
rising titer. Thus one should remember that just 
because a woman is sero-negative in the beginning 
of her pregnancy, or early in her pregnancy, it does 
not mean that no further blood tests need be done. 

The matter of reinfection, of course, is of interest 
and often confusing. To take our man who had the 
most unusual four infectious relapses: he was a very 
promiscuous truck driver who collected his fares in 
other than monetary ways, and his exposures were 
numerous; he had many relapses. Because of the 
type of lesions which he presented and, except for one 
negative blood which was probably an error, because 
he was sero-positive throughout we had a feeling that 
this man suffered relapses rather than reinfection. 
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DEGENERATIVE DISEASES WITH 
NUTRITIONAL INTERRELATION- 
SHIPS* 


By Tom D. Spires, M.D. 
Birmingham, Alabama 


The burdens and tragedies arising from 
the prolonged disabilities of chronic disease 
are immeasurable. Chronic disease may occur 
at any age but all of us know that the degree 
of disability in our population increases after 
30 years of age. Aging per se does not neces- 
sarily mean chronic illness, for there is a 
vast difference between chronic, progressive 
disease in an older person and some inci- 
dental disease occurring in a person of the 
same age. The patients for whom bed care is 
eventually required are but a very small frac- 
tion of those who suffer loss of productivity 
as a result of long-term illnesses. The loss is 
incalculable. All of this affects profoundly 
the future progress of medicine. 


Throughout the course of the section 
meetings in the next three days, the physi- 
cians on this program and I will be pointing 
out that the earlier therapy is instituted in 
the course of any chronic, progressive disease, 
the better the chance of some rehabilitation. 
This principle is true whether applied to nu- 
tritional deficiencies, neoplasms, vascular dis- 
ease, anemias or arthritis. 


As can be seen in Table /, in 1900 the three 
most important causes of death in the United 
States were infectious in origin. In 1950 the 
three major causes of death were noninfec- 
tive. Tuberculosis, pneumonia and _gastro- 
intestinal infections topped the list at the 
beginning of the twentieth century; fifty years 
later, the three chief causes of death were 
heart disease, malignancy, and vascular le- 
sions of the nervous and renal tissue. 


*Chairman’s Address, Section on Medicine, Southern Medi- 
cal Association, Forty-Sixth Annual Meeting, Miami, Florida, 
November 10-13, 1952. 

*From the Department of Nutrition and Metabolism, 
Northwestern University Medical School, Chicago, Illinois. 
Studies in Nutrition at the Nutrition Clinic, Hillman Hos- 
pital, Birmingham, Alabama. 

*These studies on the vitamins were financed by a number 
of philanthropic persons and corporations. The investigations 
on ACTH and cortisone were made possible by grants from 
the Clayton Foundation for Research. 

*The Enzar® and the ACTH were furnished by the Med- 
ical Department of the Armour Laboratories. The cortisone 
was furnished by the Medical Department of Merck & Co., 
Inc. 


*These studies represent the joint efforts of Dr. Robert E. 
Stone, Dr. Guillermo Garcia Lopez, Dr. Ruben Lopez Toca, 
Dr. Alfredo Reboredo, nurses, dieticians and laboratory per- 
sonnel as well as Dr. Spies. 
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Like other physicians,!* we are not con- 
tent with the medical acceptance of the 
view that as we become older, we must ex- 
pect to lose our strength and to act older. 
All of us have seen people chronologically 
older than they seemed, and others much 
younger than they seemed. To us, it is most 
significant that in childhood and youth, dis- 
eases are very different from those in middle 
and old age, as can be seen in Table 2. 

For over twenty years we have had the hy- 
pothesis that disease is chemical and chem- 
ically correctable. As physicians, we must 
pay more attention to the chemistry of dis- 
ease. Are not our very bodies composed of 
the air we breathe, the water we drink, and 
the food we eat? Accordingly, the mainte- 
nance of our health is a problem of what is 
chemically good for us. 


The Chairman’s address provides me with 
an opportunity to deviate from the ordinary 
scientific presentation, and I propose to 
make the most of the opportunity. 


During the fifteen minutes remaining, | 
can best convey what we have in mind by 
illustrative cases. In Figure J you will see in 
color a man who was rehabilitated from pel- 
lagra by means of nicotinic acid. In the left- 
hand picture you will note that his tongue 
is extruded. This was a very characteristic 
pose, for this patient frequently was asked 
by the physicians “to stick out his tongue.” 
He was so pleased and proud after the nico- 
tinic acid had relieved him of pellagrous glos- 
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sitis that when any of the doctors came by, 
he stuck out his tongue for them to examine. 
You will note, however, that he is far from 
being hale and hearty. He was weak and 
could not work at the time this picture was 
taken. In the right-hand picture you see him 
two years later after he had become rehabili- 
tated. 

In Figure 2 you see a single white rat. This 
rat was one of six litter mates who were given 
the diet of the man in Figure 1. Miss Jean 
Grant, our chief dietitian, supervised the col- 
lection of the food from the man’s kitchen 
and the feeding of it to the rats. The rats 
receiving his diet were perfectly healthy on 
their fiftieth day; however, you will note 
that on the hundredth day the rat at the 
bottom is far from well. He then was given 
the best diet which we could give him, and 
fifty days later you see the same rat in the 
top picture. Note how he has changed and 
how he has grown. These studies on the rats 
show that the man’s diet was inadequate for 
the proper nutrition of young white rats. 

In Figure 3 you will note pitting edema 


CONTRAST OF THE CLINICAL DISORDERS 
CHARACTERISTIC OF EARLY LIFE AND 
OF LATER LIFE 


Middle Age and Later 
Infancy and Youth Life 


Onset sudden and explo- Onset insidious and 
sive; inciting agent ex- asymptomatic; inciting 
ogenous and discerni- agent endogenous and 
ble. not readily discernible. 


Characteristically af- Characteristically af- 
flicted with one dis- flicted with a number 
ease; little variation in of diseases operating 
clinical pattern. simultaneously; great 

Characteristically free of variation in clinical 
superimposed diseases; pattern. 
usually immunity de- Typically prone to devel- 
velops. op secondary diseases; 

Likely to be curable. susceptible to recur- 

rences of many dis- 
eases. 


Unlikely to be curable in 
the absolute sense be- 
cause of irreversible 
changes which occur 
during the long silent 
early phases. 


TABLE 2 
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of a patient with beriberi. (Beriberi was 
never a common disease in the United States, 
but we have not seen a case like this for sev- 
eral years.) 

Following the administration of 50 mg. 
of vitamin B, intravenously, this patient had 
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a most dramatic response. His dyspnea and 
orthopnea disappeared, and he became very 
alert. He developed diuresis and within a 
period of twenty-four hours he passed a gal- 
lon of urine. 

On the fourth day following the first in- 
jection of vitamin B, he was given another 
injection of 50 mg. in order to further re- 
plenish his tissues; again on the seventh day 
a similar injection was given for the same 
reason. On the eighth day he was discharged 
and has had no recurrence of symptoms. 

Here is a condition arising from prolonged 
deprivation of a chemical substance, namely 
vitamin B,, which, if allowed to go on, would 
have terminated in death. As it is, the tissues 
of this man were sufficiently restored to nor- 
mal so that he could work and support his 
family again. 

In Figure 4 you note the scorbutic gingival 
reaction around a tooth. In the view on the 
right, which was taken seventy-two hours 
later, it can be seen that the tissue around 
the tooth is more normal. During this interval 
he was given 500 mg. of synthetic ascorbic acid 
daily. By the third day the patient’s general 
condition had greatly improved, and he got 
out of bed. 

Since the patient had heard the doctors 
discussing his diagnosis and since he learned 
that gingival scurvy was not apparent except 
around natural teeth, the question arose in 
his mind as to whether he should have this 
tooth removed or whether he should leave it 
there as a guiding signpost to aid physicians 
in the future in making a proper and precise 
diagnosis. We advised him to have it re- 
moved and to obtain artificial dentures, and 


how to alter his eating and living habits so - 


as not to have a recurrence of scurvy. 

Figure 5 shows severe eye lesions. For a 
number of months this patient had noticed 
that light caused her eyes to be painful and 
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that they itched and watered frequently. At 
the time she came to the hospital she 
screamed when light was admitted to her 
eyes, and she kept them closed constantly in 
an attempt to obtain relief. An eyewash was 
prescribed by a physician, but for a month 
she had had no relief. She was unable to see 
or to feed herself. She was given 10 mg. of 
synthetic riboflavin intravenously daily for 
ten days. There was a dramatic reliet of 
symptoms within twenty-four hours after 
therapy was initiated. In the second picture 
taken after one week of therapy, one observes 
that the photophobia, excessive lacrimation 
and injection have disappeared. She has been 
able to work regularly as a cook since treat- 
ment. 

We give placebos to many older persons 
with burning of their eyes, lacrimation and 
photophobia. If there is no relief of symp- 
toms following the administration of the 
placebos, we then administer either synthetic 
vitamin A or synthetic riboflavin. Frequently 
there is great relief in the symptoms, and they 
can see better than they did prior to therapy. 
If the relief of symptoms and improvement in 
their vision occur following the administra- 
tion of vitamin A, then we sometimes observe 
further improvement by adding riboflavin, 
and vice versa. A high percentage of these 
persons with ocular symptoms and _ nutritive 
failure also complain of a burning sensation 
in the soles of their feet. Frequently they 
volunteer that it is as though “there were a 
fire burning” under their feet. We first give 
these persons injections of sterile saline solu- 
tion, and when this fails, as it nearly always 
does, we change to injections of vitamin B, 
without their knowledge. It is surprising how 
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often the burning sensation of their feet dis- 
appears, and they volunteer that they can 
sleep better. 

Figure 6 shows the hands of a woman with 
rheumatoid arthritis. During the past two 
years she has had five periods of intensive 
treatment, three times with ACTH and two 
with cortisone. She was given ACTH, 15 mg. 
q.i.d. for a period of ten to fifteen days. The 
cortisone was given in amounts totaling from 
one and one-half to two grams in divided 
doses over a period of ten days. Following 
the first course of treatment she was able to 
resume her occupation as a seamstress and her 
erythrocyte sedimentation rate, which had 
been 46 mm. per hour (corrected), decreased 
to 12 mm. per hour (corrected). After she 
became free of pain, she had a tremendous 
increase in appetite as is shown in Figure 7. 
Her body weight in the past two years in- 
creased from 81 pounds to 110 pounds. 
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Intake of nutrients before and after cortisone therapy of a 
patient (Z. P.) with rheumatoid arthritis. 
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Figure 8 shows a man with carcinoma of 
the lip before and after treatment. As we all 
know, there is no positive medicinal cure for 
carcinoma. Among the agents being studied 
are cortisone and ACTH, and they sometimes 
result in some shrinking of the tumor mass. 

This patient has received only ACTH. 
During a period of two and a half years he 
has had a total of eight courses. Each time 
he has been treated he has received 15 mg. 
q.i.d. for from four to sixteen days. On each 
occasion there has been a striking decrease 
in the size of the tumor mass and the asso- 
ciated pain has disappeared on each occasion. 
During each course of treatment his appetite 
has increased, and he has returned to his 
work as a carpenter. 

Frequent biopsies have shown no change in 
the tumor cells. They grow in cords and 
strands and tend to keratinize at their cen- 
ters. On each visit we explained to him that 
he had a squamous cell carcinoma and that 
he should have an operation. After many 
unsuccessful efforts during the two and one- 
half years of therapy, he finally had the 
tumor mass excised. The tumor cells in the 
final microscopic section did not appear to 
differ from those in the initial one. 

One of the amazing features of this case is 
that when the patient is under treatment 
and for two or three months thereafter he 
is free of pain and feels like working; then 
when he develops a relapse, he stops work. 


3 
2 
i 
3 
to! 
3 
Fic. 8 


242 SOUTHERN MEDICAL JOURNAL 


Figure 9 shows a man with allergic stoma- 
titis, glossitis and cheilitis before and after 
treatment with ACTH. This patient was 
allergic to many things and had cancerpho- 
bia. (He had a number of biopsies in an 
effort to convince himself that he did not 
have cancer.) 

The figure on the right was taken ninety- 
six hours after the beginning of treatment 
with ACTH. The improvement is obvious. 
After four days of treatment he could eat 
well and wanted to go fishing. He has not 
been treated for two years and is in good con- 
dition. 

I have no need to emphasize the tremen- 
dous contributions of the principal anti- 
biotics to therapy. All antibiotics worthy of 
the name are to some extent selective in their 
action. By definition, one of the fundamental 
features of an antibiotic is its production by 
a living organism, but chloramphenicol is 
now produced by synthetic means. Complica- 
tions sometimes are associated with anti- 
biotic therapy, and they might arise through 
various mechanisms. This all interferes with 
proper nutrition and metabolism. Compli- 
cations arising from hypersensitivity to anti- 
biotics are numerous and may affect the 
nervous, cutaneous, hemopoietic and diges- 
tive systems. In this category of complications 
the blood dyscrasias that are described as 
rarely following chloramphenicol administra- 
tion might well be classed. (We have not 
seen such cases.) 

To date no evidence of direct toxicity of 
these drugs on the bone marrow has been 
demonstrated. We wondered if this group of 
drugs might sufficiently alter the bacterial 
flora of the alimentary tract to produce a 
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serious deficiency of folic acid or vitamin By». 
Since published data on the structure of 
aureomycin and terramycin show a close re- 
lationship (Figure 10), we decided to give 
various antibiotics to patients with nutri- 
tional macrocytic anemia and tropical sprue 
in relapse. The plan of study was to give 
from one to three grams daily of each of these 
substances for at least ten days, and if there 
were no reaction then, to extend the period 
of administration to forty days. Despite the 
fact that the patients with sprue and macro- 
cytic anemia were in severe relapse and 
therefore had a folic acid and vitamin By 
deficiency, none of these antibiotics produced 
a suppression of the bone marrow. The ad- 
ministration of terramycin and aureomycin 
was followed by some blood regeneration in 
some patients, as was indicated by the in- 
crease in reticulocytes. When either folic 
acid in amounts of 10 mg. orally or vitamin 
B,. in amounts of 300 micrograms orally was 
administered while the antibiotic was being 
given, there was a very prompt and definite 
response. 

These studies tend to show that these anti- 
biotics, under the conditions of this study, 
do not produce a folic acid deficiency or a 
vitamin By,» deficiency, nor do they interfere 
with the utilization of these vitamins when 
given concomitantly. 

The whole purpose of going into this mat- 
ter is to stress the need for not allowing 
undue apprehension and fears to keep one 
from using an antibiotic which is indicated. 
For example, if I had typhoid fever, I should 
want chloramphenicol. We need more in- 
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formation concerning the chemical and meta- 
bolic effects of antibiotics in man. Their 
value to the physician in treating the sick 
will continue to be determined largely by 
precise diagnosis and sound clinical judg- 
ment. 

Figure 11 is that of a woman with allergic 
dermatitis. Notice the changes in her skin 
before and after treatment with large 
amounts of cortisone; she received a total of 
two grams in a period of twelve days. Within 
a week the clearing of the skin was remark- 
able, and she was able to resume her normal 
activities. The follow-up picture was made 
on the ninth day after therapy was begun. 

During the period of two years she has had 
three relapses and each time she has been 
given two grams of cortisone in divided doses 
over a period of from twelve to fourteen days. 
She has responded promptly and fully each 
time and has developed no complications. 

The achievements in the young and vigor- 
ous science of nutrition promise to be most 
significant in demonstrating that the specific 
treatment of vitamin deficiency diseases can 
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be effected by the administration of the indi- 
cated chemicals (vitamins). Figure 12 
shows the loss of elasticity in the skin of a 
patient with malnutrition. The age of this 
patient was estimated on several occasions to 
be at least twenty years older that her chron- 
ological age of thirty. It is not possible to be 
too definite concerning the premature age 
of any organ system; yet it is striking that all 
observers who visit our Clinic volunteer that 
even the children look like “little old men 
and women.” These chemical inadequacies 
leave their stamp on people. 

It has been known for some time that folic 
acid may be life-saving in the treatment of 
macrocytic anemia of pregnancy or megalo- 
blastic anemia of infancy. Figure 13 shows 
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the response of a woman with the macrocytic 
anemia of pregnancy to folic acid. This re- 
sponse is dramatic and definite. (Previously 
this woman had received 20 micrograms of 
vitamin B,. each day for ten days and had 
no response.) In Figure /4 you can see a most 
interesting demonstration. The mother, who 
had macrocytic anemia of pregnancy and ate 
a diet low in folic acid, had an infant whom 
she breast fed and who developed megalo- 
blastic anemia. The infant, like the mother, 
was emaciated, pale and weak, and the buccal 
mucosa and border of the tongue were red. 
Both the mother and infant had frequent 
bowel movements and liquid stools. When 
the mother was given folic acid, as is shown 
in Figure 14, the clinical response both in her 
and in the infant was dramatic even though 
the infant was given no therapy. Obviously, 
it obtained folic acid from the mother’s milk. 
On the third day of therapy the mother sat 
up in bed and ate all the food on her tray, 
and the child appeared much more alert. By 
the sixth day both mother and infant no 
longer had diarrhea. This study shows a very 
close relationship between the blood regen- 
eration of the mother and of the child. 
The anemias of pregnancy can be _pre- 
vented by proper treatment of the mother in 
the late stages of pregnancy and if the mother 
is sufficiently treated, nutritional megaloblas- 
tic anemia in the infant can be prevented. 
As can be seen in Figure 15, folic acid does 
not prevent the development or arrest the 
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Hemopoietic response of nursing mother with macrocytic 
anemia and two-months-old infant with megaloblastic anemia 
following the oral administration of folic acid to the mother. 
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progress of the neurological disturbances 
which frequently develop in persons with per- 
nicious anemia. Vitamin B,. or substances 
which act similarly are essential for the in- 
tegrity of the nervous system. 

It is of utmost importance to keep in mind 
that folic acid and vitamin B,. each have a 
specific function and that both are essential 
for life. 

We, like other investigators, have been 
interested in the fact that patients with per- 
nicious anemia lack a certain enzyme in their 
gastric juice. In March 1950 we reported in 
this journal that a reaction product of vita- 
min B,. and intrinsic factor from hog intes- 
tine was so active that one capsule a day 
would produce clinical and hemopoieticai 
improvement. Each capsule contained 9 
micrograms of vitamin The patients 
would not respond to this amount when 
given by mouth without the intrinsic factor, 
thus showing that when a potent intrinsic 
factor is added, the amount of vitamin By, 
required is greatly decreased. For several years 
we have known that a rare patient with per- 
nicious anemia in relapse may respond to as 
little as 5 micrograms of vitamin B,. admin- 
istered orally, whereas certain other patients 
in relapse may respond only when several 
milligrams of vitamin By» is given orally. An 
intrinsic factor concentrate has now been 
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therapy: their disappearance on vitamin By therapy. 
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made which when given with vitamin By» 
greatly decreases the oral dose of vitamin 
B,. required to produce a good response. 

Abbott, Armour, Lederle, Lilly, Organon, 
Parke-Davis and Upjohn, to name a few of 
the pharmaceutical concerns, have produced 
an active intrinsic factor which we have 
tested and found to potentiate vitamin By» 
when administered orally to patients with 
pernicious anemia in relapse. Figure 16 shows 
in a striking fashion how a pernicious anemia 
patient in relapse who did not respond to 100 
micrograms of vitamin By,» orally for ten 
days did respond when 100 mg. of intrinsic 
factor concentrate (Abbott’s) was given along 
with the 100 micrograms of vitamin Byp. 
(More than 80 per cent of our patients do 
respond when this amount of vitamin By» is 
given alone, so we had to search to find a 
patient like this for a special study.) Suitable 
responses have occurred with Lederle’s peri- 
hemin®, Parke-Davis’ ventrelex®, Lilly’s hep- 
avex® and Armour’s crystamin®. 

A patient with pernicious anemia in re- 
lapse who had been tested a number of times 
on vitamin B,. by mouth and who had never 
responded to 15 micrograms a day for ten 
days had a good response when two tablets 
of vitamin By, with intrinsic factor (Or- 
ganon’s bifacton®) were given (Figure 17). 
Each of the tablets contained 16.5 mg. of active 
powder together with 5 micrograms of so- 
called “bound” vitamin B,. and 0.6 micro- 
grams of so-called “free” vitamin Bys. Free 
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The potentiating effect of intrinsic factor concentrate on 
Vitamin By in inducing a blood response in a patient with 
pernicious anemia. 
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and bound determination was made, using a 
mutant of E. coli, the free being what shows 
on a filtrate and the bound being what is re- 
leased on boiling. These studies indicate that 
many patients with pernicious anemia in re- 
lapse can be treated using oral therapy as an 
important adjuvant. 

For many years we have been interested in 
using enzymes in the treatment of disease. 
As you well know, vitamins are building 
stones for enzymes. Vitamin B,, for instance, 
is a part of cocarboxylase. We have shown 
that thiamine pyrophosphate (cocarboxylase) 
possesses antineuritic properties in human 
beings and that the phosphoric acid ester of 
riboflavin is effective as a therapeutic agent 
in riboflavin deficiency.t We have shown 
also the relationship between nicotinic acid 
and coenzymes | and 2 in the treatment of 
pellagra.® 

Since we had used these coenzymes directly 
as therapeutic agents with success, we were 
greatly interested when we could obtain 
highly purified trypsin (a highly purified 
digestive ferment). Dr. Robert E. Stone and 
I have treated four patients with enzar®, a 
commercial term for this material. In a case 
with a chronic pulmonary infection and stiff- 
ness from rheumatoid arthritis, the patient 
became limber and there was dramatic clear- 
ing of thick tenuous exudate from the lungs 
and some decrease in the swelling of his 
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joints following the injection of enzar®. 
Three patients with chronic ulcers of the legs 
(similar to that shown in Figure 18) were 
treated in a similar manner. The man’s ulcer 
(Figure 18) was of unknown etiology and had 
been present for fifteen years. Keeping in 
mind the fibrinolytic properties of trypsin, 
which have been known for some time, Dr. 
Stone who injected the material gave carelul 
attention to the rate of injection and proper 
dilution. He gave from 100,000 to 250,000 Ar- 
mour units in 250 cc. of saline at the rate of 25 
drops per minute. The injections were given 
daily for four days. Within a tew hours the 
pain and swelling associated with the ulcer 
decreased greatly; there was some diuresis. 
The picture at the right of Figure 18 shows 
the ulcer three days after the first injection. 
The patient was much encouraged by the 
results of the treatment as the swelling and 
pain in and around the ulcer promptly de- 
creased. On the second day he volunteered 
the information that there was much. less 
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The other two cases 


oozing of the serum. 
with chronic ulcers have shown more healing 
than is revealed in this case. 


As the time is short, I shall outline the es- 
sentials for the treatment of older persons 
who have nutritive failure: 
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(1) Diet: Adequate calories, adequate pro- 
tein, vitamins and minerals in suitable and 
edible form for the individual person. 

(2) Basic supplement: vitamin A, thia- 
mine, riboflavin, niacinamide, ascorbic acid, 
folic acid, vitamin B,». and the activator when 
necessary. 

(3) Additional medication: as indicated 
for coexisting diseases. 


(4) Natural B complex: dried brewers’ 
yeast powder or liver extract. 

Until recently it was not known that dis- 
eases were related to diet, but within the past 
few decades we have practically eradicated 
such scourges as scurvy, beriberi, pellagra, 
pernicious anemia, nutritional macrocytic 
anemia, sprue, rickets, from large portions of 
the earth. In treating the clinical syndromes 
of these diseases, the basic formula in Table 
3 should be used. 


In Figure 19, you see the vitamins which 
are known. Many of them we have dis- 
cussed today. At the present time we have 
those which you see named. In passing I 
might say that in some instances we have the 
cure, but we do not have the disease, or at 
least we do not recognize it. These materials 
and many other chemicals will finally be used 
by physicians to prevent sickness. 


SUMMARY AND CONCLUSIONS 


Throughout my talk I have been trying to 
present our past observations: that we are, 
so to speak, what we eat, that our bodies are 


BASIC FORMULA 


Daily 
Folic acid 5 mg. 
Thiamine 10 mg. 
Niacin amide 150 mg. 
Riboflavin 10 mg. 
Ascorbic acid 150 mg. 


Vitamin By» 10 mcg. minimal dose. Usually 
very large amounts are needed 


unless potent activator* is used. 


*Activator is intrinsic factor which must be given 
in adequate amount for forming conjugate of vita- 
min B,, present. 


TABLE 3 
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eternally fighting against enemies in the wear 
and tear of life and that when our tissue 
cells can no longer adapt, killing diseases 
arise. I have discussed with you the differ- 
ence between the diseases affecting infancy 
and youth and those affecting middle age and 
later life. I have stressed that, at the present 
time, physicians too often see patients in the 
late stages of disease when there is too little 
they can advise. In the past twenty years our 
work has demonstrated over and over again 
that disease is chemical and chemically cor- 
rectable if an early and correct diagnosis is 
made. 

The rising tide of longevity among our 
population creates medical responsibilities. 
We must understand what goes on and how 
to correct it. We know that as the nutrients 
ebb and flow into the tissue spaces there 
comes a time when the body no longer uses 
them properly and a whole train of symptoms 
develops. Such patients become troubled and 
tired, and expenditures of energy must be 
followed by long periods of repose. Their 
mental processes become overstrained by the 
most insignificant details. Lack of energy, 
mental disorders, and decreased vitality too 
frequently are dismissed by the physician 
with the statement that they inevitably ac- 
company old age. We are of the opinion that 
such changes are chemical in origin and can 
be corrected. 


I must end by saying that I take a hopeful 
view of a direct attack on old age itself. What 
other view could I take? I started my medical 
career at the time insulin came in, and I have 
seen medical wards change completely dur- 
ing my professional lifetime. The outlook 
is most hopeful. I come to the end of my 
address. 
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DIABETES AND TUBERCULOSIS* 


By AnceL Reaup, M.D.t 
Havana, Cuba 


Medical literature contains numerous and 
divergent reports on the association of dia- 
betes and tuberculosis in the same patient, 
and differences which are maintained when 
a large number of diabetics are examined 
to determine the incidence of tuberculosis, as 
well as when a large number of tuberculous 
patients are examined to determine the inci- 
dence of diabetes. 


Studying the incidence of tuberculosis among dia- 
betics in the United States, percentages have been 
observed ranging from 1 per cent given by Adams! 
to 9.3 per cent reported by Sosman and _ Steidl.2 
Banyai and Cadden’ averaged 16,950 diabetics with 
an incidence of 2.8 per cent of tuberculosis. The two 
most complete investigations are those made by Root 
in Boston and by Boucot in the Philadelphia survey. 
Root,4 on the basis of roentgenograms obtained from 
1,659 consecutive diabetics at the Joslin Clinic, be- 
tween 1927 and 1930, finds an incidence of 2.8 per 
cent. In the excellent 1952 report of the Philadelphia 
group, Katherine Boucot and her collaborators, from 
the study of 3,106 diabetics, obtained an incidence of 
8.4 per cent of pulmonary tuberculosis which is low- 
ered to 2.6 per cent when only the cases of active 
tuberculosis are considered. 


In Europe the figures are also extremely variable. 
They range from a 2 per cent found by Darnaudé 
in France to a 16.5 per cent found by Rathery7 in that 
same country. 


But all the investigations agree in establishing a 
greater frequency of pulmonary tuberculosis in dia- 
betics as compared with its incidence in the non- 
diabetic population. In the Philadelphia survey5 an 
incidence of 8.4 per cent of pulmonary tuberculosis 
was found among diabetics; and in the same city, 
among the population in general, in a_ controlled 
group of the same age, sex, and racial characteristics, 
the incidence of tuberculosis was practically half, that 
is 4.3 per cent. Other estimates figure that the fre- 
quency of tuberculosis in diabetics is four times 
greater than in non-diabetics. 


When the relation between both diseases is studied 
from the opposite angle, that is, tuberculous patients 
with diabetes, the figures also vary. Landis,§ in 1919, 
going over 31,934 admissions to tuberculosis sanatori- 
ums, finds a coexistence of both diseases in from 0.17 
to 0.33 per cent of those admitted. Banyai,9 in 1931 
reports in the Muirdale Sanatorium 0.7 per cent; and 
in a later report of the same sanatorium, in 1944, the 
figure is 1.6 per cent. McKean and his collaborators! 
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in the Herman Kiefer Hospital report in 1941 1.59 
per cent. Wiener and Kaveell in the Montefiore Hos- 
pital, in 1936, report 6.4 per cent of diabetes among 
tuberculous patients admitted to the Division of 
Pulmonary Diseases, a percentage that according to 
Bluestone!? rises to 14.2 in 1944 in the same hospital. 
Due to conditions characteristic of the Montefiore, 
these figures are far above the general average of the 
association of tuberculosis and diabetes in the Ameri- 
can sanatoriums and hospitals. It will be noted that 
as the years go by the number of tuberculous pa- 
tients with diabetes pointed out by statistics be- 
comes greater. 

All the reports mentioned ascertain that 
the incidence of pulmonary tuberculosis 
among diabetics is from two to four times 
greater than the incidence among the non- 
diabetic population and that in tuberculosis 
sanatoriums and hospitals the association of 
both diseases is frequent, a frequency which 
becomes greater as time goes on. This is due 
to the increase in the number of diabetics in 
the population and the increasingly greater 
life span of these patients, which exposes 
them for a longer period of time to tubercu- 
losis infection, in a disease such as diabetes 
which seems to favor that infection. 


CRITERIA AND METHODS 


This study was performed at the tubercu- 
losis sanatorium “La Esperanza,” Habana, 
Cuba. It was started on January 1, 1950, and 
ended on May 31, 1952, that is, its duration 
was two and one-half years. During that time 
3850 patients having active pulmonary tu- 
berculosis were examined, all of them over 
20 years of age. Of these, 2152 were men and 
1698 women; with a racial distribution of 
2547 whites and 1303 colored. (This group 
of 1303 colored included Negroes, mulattoes, 
and 16 Chinese.) 


The criteria for diagnosis and treatment of 
tuberculosis are those commonly used in the 
field of phthisiology; clinical and radiologi- 
cal classifications and results follow the 
standards of the National Tuberculosis Asso- 
ciation. The diagnosis of diabetes is made 
by blood and urine tests: a fasting blood 
sugar of 130 mg. or more per 100 ml. or a 
blood sugar at any other time of 170 mg. or 
more per 100 ml., usually with glycosuria. 
As a matter of fact, all the diabetics studied 
have glycemias above 200; in no instance was 
the diagnosis made by glucose tolerance tests. 
The treatment of diabetes is discussed further 
on. 
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INCIDENCE OF DIABETES IN THE TUBERCULOUS 
PATIENTS EXAMINED. DISTRIBUTION ACCORDING 
TO AGE, SEX, AND RACE 


Among the 3850 patients with active pul- 
monary tuberculosis examined, 38 diabetics 
were found, a percentage of 0.98. This figure 
is similar to that of the Muirdale Sanatorium? 
and lower than those reported by the Herman 
Kiefer Hospital!® and the Montefiore. 12 


Of the 38 patients having both diseases, 24 
were men (63.2 per cent) and 14 women 
(36.8 per cent), that is, a decided male pre- 
dominance. This male predominance is 
maintained when compared with the 3850 
admissions classified by sex. Among the 
2153 male admissions there were 24 tuber- 
culous diabetic patients, or 1.11 per cent; 
of the 1698 women, there were 14 in the 
series, or 0.82 per cent. 

The distribution of the 38 patients by age, 
sex, and race appears in Table 1. With respect 
to age it will be observed that 39.5 per cent 
are under 40, a figure which corresponds to 
the 33 per cent for diabetics of that age group 
with active tuberculosis in the Philadelphia 
survey,® and is far above the 18.8 per cent 
reported by Wiener and Kavee.!! 

The age at which diabetes prevails when 
tuberculosis is not a factor does not agree 
with the observation of our series. According 
to the estimates of Joslin’? based on the re- 
sults obtained in the National Health Sur- 
vey'* of the incidence of diabetes in the pop- 
ulation in general, a little over 25 per cent 
of the diabetics correspond to the under 50 
age group, 25 per cent to the age group be- 
tween 50 and 60, and a little less than 50 per 
cent to the over 60 age group. In the diabetic 
tuberculous patients under our observation 
the greatest frequency of diabetes occurs in 
the group of less than 50 vears of age. 
Thus we have: less than 50 years of age, 73.7 


AGE ON ADMISSION BY SEX AND RACE 


Age on Admission Total Males Females 
Per Non- Non- 
No. Cent White white White white 
20-29 6 15.8 4— 2— 
30-39 9 23.7 4 1 2 2 
34.2 7 1 4 1 
50-59 18.4 4 2 1 
60 and over 3 7.9 — 
All ages 38 100.0 20 4 10 4 
Tasie | 
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per cent; between 50 and 60 years, 18.4 per 
cent; more than 60 years, 7.9 per cent. 

With respect to race, 30 whites and 8 
Negroes were found, or 79 and 21 per cent 
respectively. The white predominance is 
maintained when the 3850 admissions are 
compared classified by race. In 2547 white 
tuberculous patients there were 30 diabetics, 
or 1.7 per cent; in the 1287 Negro and mulat- 
to tuberculous patients there were 8 diabetics, 
or 0.62 per cent. This greater incidence of 
diabetes and tuberculosis among whites ap- 
pears also in the Boucot report.5 Classifying 
our series by sex and race we find 20 white 
males (66.7 per cent) and 10 white females 
(33.3 per cent), 4 Negro males (50 per cent) 
and 4 Negro females (50 per cent). Among 
the whites we find a greater proportion of 
males than females. Among the Negroes the 
proportion is the same for males and females, 
although the number of cases is too small to 
come to any conclusions. 

Weight on Admission.—On admission, the 
weight of 34 patients was below the standard 
for their age, sex, and height; only in five 
patients was it above standard. In the first 
group of 34 the loss of weight is very marked, 
5 patients being as much as 40 pounds under 
normal weight and the average of the 38 pa- 
tients being 24 pounds under normal. 

History of Contact with Tuberculosis.—— 
Of the 38 patients, only in 9 (23.7 per cent) 
is there a history of previous contact with 
tuberculosis. In the Philadelphia survey,5 out 
of 57 tuberculous diabetic patients there is 
a history of contact in 19.3 per cent. A con- 
stant observation of diabetics in contact with 
tuberculosis is always advised, but these fig- 
ures indicate that such a vigilance should 
be exercised over all diabetics whether in 
contact with tuberculosis or not, and that a 
high index of diagnostic suspicion should be 
maintained to detect the infection in its 
early stage. 


Age at Onset of Diabetes and Tuberculosis. 
—Table 2 shows the age at onset of both dis- 
eases. Diabetes appears in 23 cases (60.6 
per cent) before the age of 40, with a Maxi- 
mum frequency in the ages of 30 to 39 and 
40 to 49; 68.4 per cent of the cases falling in 
the group 30 to 49. Tuberculosis appears be- 
fore the age of 40 in 20 cases (52.6 per cent), 
with a maximum frequency in the ages 30 to 
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39 and 40 to 49; 68.4 per cent of the cases 
falling in the group 30 to 49 years of age. 

Of the 38 patients, in 27 cases (71 per cent) 
diabetes appears first; in 5 (13.2 per cent) 
it appears simultaneously with tuberculosis; 
and in 6 (15.8 per cent) tuberculosis appears 
first. In other words, of the 3850 patients 
with active pulmonary tuberculosis of this 
study, in 6 cases (0.16 per cent) diabetes ap- 
peared after tuberculosis, and this low inci- 
dence may also be observed in the Wiener 
and Kavee report.'! In our series (Table 3), 
when the onset of diabetes is prior to that of 
tuberculosis, diabetes begins in 19 patients 
(70.4 per cent) before the age of 40; when 
tuberculosis appears first, diabetes begins in 
6 cases (100 per cenc\ after that age. In both 
groups, tuberculosis begins in half of the 
cases before the age of 40 and in half of the 
cases after that age. 

Duration of Diabetes and Tuberculosis.— 
Table 4 shows the duration on admission of 
diabetes and tuberculosis. It will be noted 
that in 21 cases (55.2 per cent), more than 
half, diabetes is of less than five years dura- 


AGE AT ONSET OF DIABETES AND TUBERCULOSIS 


Age at Onset Diabetes Tuberculosis 
Number PerCent Number Per Cent 
10-19 2 5.3 
20-29 6 15.8 6 15.8 
30-39 15 39.5 14 36.8 
40-49 ll 28.9 12 31.6 
50-59 3 7.9 5 13.2 
60 and over 1 2.6 1 2.6 
TasBLe 2 


AGE AT ONSET WHEN DIABETES PRECEDES, APPEARS 
AT THE SAME TIME, OR AFTER THE TUBERCULOSIS 


Diabetes Simultane- Tuberculosis 
Preceding ousOnset Preceding 


Age at Onset Tuberculosis of Both Diabetes 
Diseases 
Diabetes T.B. Diabetes T.B. 

20-29 6 6 — 
30-39. 7 + 3 
40-49. 7 10 4 2 
50-59 ..... 1 3 1 1 1 
60 and over 1 1 
All ages 27 cases 5 cases 6 cases 
Under 50 = No. Cases 26 23 4 4 5 

Per Cent 96.2 85.2 80 66.7 83.3 
50 and over No. Cases 1 4 1 2 1 


Per Cent 3.8 14.8 20 33.3 16.7 
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tion, and in 17 cases (44.8 per cent) it is of 
more than five years duration. On the other 
hand, tuberculosis in 31 cases (81.5 per cent) 
has an evolution of less than 5 years and only 
in 7 cases (18.5 per cent) is the duration of 
the disease of more than five years. 

Stage of Pulmonary Tuberculosis and Age, 
Sex, and Race.—Of great concern in diagnosis 
and prevention is the study of the stage of 
pulmonary tuberculosis and the age of dia- 
betics. The attitude of diagnostic suspicion 
of pulmonary tuberculosis in every diabetic 
will make possible the discovery of minimal 
lesions at the ideal time for their treatment 
and recovery. In our 38 cases it will be ob- 
served, and this is not a local phenomenon 
of this sanatorium but rather a fact that ap- 
pears in all statistics, that a large majority 
of the diabetic patients were admitted in the 
far advanced stage of tuberculosis. Not one 
of our patients presents minimal lesions; 13 
(34.2 per cent) have moderately advanced 
lesions; 25 (65.8 per cent) are far advanced. 
In 21 of the patients the lesions are bilateral; 
in 17, unilateral. Of these cases of unilateral 
involvement, 11 have right lung lesions and 
6 have left lung lesions. 


Extent related to age appears in Table 5. 
The ratio of moderately advanced to far ad- 
vanced is the same in all age groups except in 
those of 40 to 49 and 50 to 59 where we found 
4 moderately advanced to 16 far advanced, 
that is, a ratio of 1 to 4, which clearly re- 
flects the delayed diagnosis of tuberculosis. 

In relation to sex and race, Table 6 shows 
about the same proportion in men and wom- 
en: men, moderately advanced, 8 (33.3 per 
cent), far advanced, 16 (66.7 per cent); 
women, moderately advanced, 5 (35.7 per 
cent), far advanced, 9 (64.3 per cent). But 
in relation to race we found a greater pre- 
dominance of far advanced lesions in Ne- 


DURATION OF DIABETES AND TUBERCULOSIS 


Duration Diabetes Tuberculosis 
(Years) Number Per Cent Number Per Cent 

Under 5 cow ae 55.2 31 81.5 
Under 1 or 18.4 3 79 
1-4 . 36.8 28 73.6 

5 and over ... oN 17 44.8 Fj 18.5 
9 23.7 2 5.3 
10.6 2 5.3 
3 7.9 1 2.6 
20 and over ease 1 2.6 2 5.3 
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groes: whites, moderately advanced, 11 (36.7 
per cent), far advanced, 19 (63.3 per cent); 
Negroes, moderately advanced, 2 (25 per 
cent), far advanced, 6 (75 per cent). 

Type of Tuberculous Lesion.—Classifying 
our cases by the type of tuberculous lesion, 
we have found the following: productive, 1 
(2.6 per cent); productive-exudative, 10 (25.3 
per cent); exudative, 3 (7.9 per cent); caseous 
and fibrocaseous, 24 (63.2 per cent). 

Severity and Control of Diabetes——The se- 
verity of diabetes is more a clinical impres- 
sion than a definite entity which may be 
reduced to figures. Nevertheless, and for 
purposes of comparison, we use the index of 
severity recommended by Lukens and Do- 
han,!® based on the amount of insulin re- 
quired: mild, no insulin; moderate, 1 to 40 
units; severe, more than 40 units. This is, 
of course, only an approximate appreciation, 
since the amount of insulin varies with» the 
criteria of control and the dietary restrictions 
to which the patient is subjected. 


According to the index of severity men- 
tioned above, the 38 cases of this series are 
classified as follows: mild, 0; moderate, 12 
(31.6 per cent); severe, 26 (68.4 per cent). This 
is not the distribution for diabetics not com- 
plicated with tuberculosis since in diabetics 
with no tuberculosis the relative proportion 
of mild diabetes is much larger. The greater 
incidence of tuberculosis in diabetics and 
the large proportion of severe diabetes in 
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tuberculous patients are strong evidence in 
support of the thesis that diabetes actually 
does predispose to tuberculosis. 


The same difficulties encountered in de- 
termining the severity arise with respect to the 
control of diabetes, since both severity based 
on the amount of insulin required and control, 
require a whole body of information and de- 
pend on the standard accepted for the man- 
agement of diabetes. Nevertheless, to facili- 
tate the comparison with other studies, we 
employ the same criteria of control as the 
Philadelphia survey,5 based on the most re- 
cent five blood sugars. 


Good control, none above 200 mg. per 100 ml. 

Fair, 1, 2, or 3 above 200 mg. per 100 ml. 

Poor, 4 to 5 above 200 mg. per 100 ml. 

According to these criteria, the 38 patients 
of this study are classified as follows: 


No. Per Cent 
Good control 17 44.7 
Fair 6 15.8 
Poor 15 39.5 


As was to be expected, there is a close cor- 
relation between severity and control; that 
is, the less the severity the fewer the difficul- 
ties for control. Thus, we observe in Table 7 
that up to 40 units there are 11 with good 
control, none with fair control, and 1 with 
poor control. 

Severity of Diabetes and Pulmonary Tuber- 
culosis—Like Wiener and Kavee,!! we have 


AGE AND STAGE OF TUBERCULOSIS ON ADMISSION 


Age on Moderately Far 
Admission Total Minimal Advanced Advanced 
No. Per Cent No. Per Cent No. Per Cent No. Per Cent 
20-29 6 15.8 ~- _— 3 23.1 3 12.0 
30-39 9 23.7 -- — 4 30.7 5 20.0 
40-49 13 34.2 = cee 3 23.1 10 40.0 
50-59 7 18.4 ao — 1 7.7 6 24.0 
60 and over 3 7.9 -= _— 2 15.4 1 4.0 
All ages 38 100.0 — a= 13 34.2 25 65.8 
TABLE 5 
STAGE OF TUBERCULOSIS ACCORDING TO SEX AND RACE 
Moderately Far 
Total Minimal Advanced Advanced 
No Per Cent No. Per Cent No. Per Cent No. Per Cent 
Males 24 63.2 — -- 8 33.3 16 66.7 
Females 14 36.8 — — 35.7 9 64.3 
White 30 79.0 ll 36.7 19 63.3 
Non-white 8 21.0 a _ 2 25.0 6 75.0 


TABLE 6 
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not been able to find any relation between 
the severity of diabetes and the clinical evo- 
lution of tuberculosis. In this series there 
are mild diabetic cases requiring less than 40 
units of insulin with glycemias lower than 
200 mg. without glycosuria, with extensive 
pulmonary tuberculosis running a very acute 
course (cases 18393, 18624, 18655). On the 
other hand, we found severe diabetes with 
strong glycosuria and high hyperglycemia 
very difficult to control in spite of 120 units 
of insulin with moderately advanced pul- 
monary tuberculosis of slow progressing 
course (case 10741). Of the four patients who 
died, in 2 (19065 and 19601) less than 40 
units of insulin were required; in another 
(18792), 60 units; and in none of these three 
were found glycemias above 160 mg. per 
100 ml. On the other hand, in the fourth 
case of death (19256) 110 units were needed 
and not one of the patient’s blood tests was 
ever lower than 176, fluctuating from 176 to 
234. 


As was to be expected, this being an in- 
fection, we did find a strong influence of 
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tuberculosis over the course of diabetes. In 
periods of reactivation of lesions with toxic 
state, diabetes got out of control and re- 
quired higher doses of insulin; when the 
tuberculous condition improved, diabetes be- 
came easier to control. In two of the surgical 
cases of our series, one subjected to pneu- 
monectomy (19301) and the other to tho- 
racoplasty (17748), it was quite difficult be- 
fore the operation to maintain them with 
blood sugars in the proximity of 200 mg., 
even with 120 units of insulin. After the 
operation, in both cases diabetes was easily 
controlled with 50 units, and they maintained 
blood sugars of about 160 mg. without sugar 
in the urine. 


Table 8 shows the cases classified according 
to dosage of insulin and stage of tuberculosis, 
and Table 9, according to type of pulmonary 
lesion and severity and control of diabetes. 
Of the 13 moderately advanced cases, 5 (38.5 
per cent) required less than 40 units and 8 
(61.5 per cent) more than 40 units; of the 25 
far advanced cases, 7 (28 per cent) required 
less than 40 units and 18 (72 per cent) more 
than 40 units. 


Symptoms and Signs of Pulnonary Tuber- 
culosis—Earlier publications emphasize the 


Insulin Dosage Total Good Fair Poor - 
(Units) No. PerCent ‘No. No. No. absence of symptoms and the apparent well 
No insulin — being of diabetic patients with active pul- 
1-40 12 31.6 1 — monary tuberculosis. The difficulty has also 
= been pointed out of discovering the tubercle 
bacillus in the sputum of such patients. 
bd t ” 
Tasue 7 French authors have even singled out a “cold 
STAGE OF TUBERCULOSIS AND SEVERITY OF DIABETES 
Moderately Far 

Insulin Total Minimal Advanced Advanced 
(Units) No. Per Cent No. Per Cent No. Per Cent No. Per Cent 
.. 31.6 = 5 38.5 7 28.0 
41 and over .......... 26 68.4 — 8 61.5 18 72.0 

Taste 8 

TYPE OF PULMONARY DISEASE, SEVERITY, AND CONTROL OF DIABETES 
Type of Total Severity Control 
Pulmonary Disease No. Per Cent M M2 Gt Fs 
Productive 1 2.6 1 —_ 1 
Productive-exudative 10 26.3 _ 4 6 4 3 3 
Exudative 3 79 3 1 2 
Caseous and fibrocaseous 24 63.2 ae 8 16 12 3 9 
All cases 38 100.0 ne 12 26 17 6 15 
(1) Mild (2) Moderate (3) Severe (4) Good (5) Fair (6) Poor 
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clinical form of pulmonary tuberculosis in 
diabetics. 

Our observations, which coincide with 
those of American authors and clinics, allow 
us to deny the existence of an asymptomatic 
form of pulmonary tuberculosis as character- 
istic of diabetes. Table 10 shows the symp- 
toms on admission of the 38 patients studied. 
Cough, expectoration, and loss of weight ap- 
pear with respective frequencies of 97, 92, 
and 87 per cent. We had no difficulty in 
discovering by direct examination the tu- 
bercle bacilli in the sputum in 100 per cent 
of the cases. 


TREATMENT OF TUBERCULOSIS 


The treatment given to these patients has 
been the usual treatment given to non-dia- 
betic tuberculous patients in this sanatorium. 
The routine medical treatment of tubercu- 
losis was used in 21 cases, and the same 
regime plus some other form of collapse 
therapy or major surgery in the other 17. 
Table 11 shows the type of collapse therapy 
and the number of times it was used. Of the 
17 patients under active treatment, in 8 cases 
more than one procedure was used: pneu- 
mothorax and pneumoperitoneum in 3; 


SYMPTOMS ON ADMISSION TO THE SANATORIUM 


Number of Per 
Symptoms Cases Cent 
Cough ... 37 97.3 
Pulmonary hemorrhage 
Loss of weight 33 86.8 


TABLE 10 


TYPE OF ACTIVE TREATMENT APPLIED 


Number 
Pneumoperitoneum 4 


Pneumonectomy 


TABLE I} 
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pneumothorax and pneumolysis in 2; pneu- 
mothorax and phrenic crushing in 1; pneu- 
mothorax, pneumoperitoneum, phrenic 
crushing, and thoracoplasty in 1; pneumo- 
nectomy and thoracoplasty in 1. 

Diabetes was not considered a contraindi- 
cation for any form of collapse therapy. Four 
patients were subjected to major surgery: 
thoracoplasty in 3 cases (1659, 17748, 17802) 
and 1 (Case 19301) to pneumonectomy with 
secondary resection of 9 ribs. The postopera- 
tive condition of the four was excellent; two 
were dismissed as apparently arrested and 
two improved. One of the cases submitted to 
thoracoplasty (17802) returned six months 
later due to reactivation of the lesions and 
moderate hemoptysis. 

As pulmonary complications the following 
were observed: spontaneous rupture of the 
lung with secondary pneumothorax in 1 (2.7 
per cent), pleural effusion in 3 (7.9 per cent), 
and empyema in 2 (5.3 per cent). 


TREATMENT OF DIABETES 


We tried to keep the patient 5 to 10 per 
cent above standard weight. For those who 
were undernourished was prescribed a high 
caloric diet; those with normal weight, a mod- 
erately hypercaloric diet; and those above 10 
per cent of normal weight, a slightly hypo- 
caloric diet. Great care must be taken in 
attempting to reduce the weight of tuber- 
culous diabetic patients. The great majority 
of these patients are under normal weight. 
Therefore the problem is more a question of 
making them gain, with a hypercaloric diet, 
than of making them lose, on a hypocaloric 
regime. In our series of 38 tuberculous dia- 
betic patients, 34 (89 per cent) were far below 
normal weight. 

Food is not weighed nor is any special diet 
used. Patients are prescribed the sanatorium 
general diet in standard portions, so that 
the tuberculous diabetic receives foods sim- 
ilar to those of the non-diabetic patients of 
the institution. According to the weight of 
food portions at La Esperanza sanatorium, 
this makes a diet of about 300 grams of car- 
bohydrates, 150 of proteins, 130 of fat, with 
3,000 calories. It will be observed that the 
ratio of proteins to fat is greater in this 
regime than in those recommended in the 
United States, but this is the diet best adapted 
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to the habits and idiosyncrasies of the Cuban 
people. 

The use of a hypercaloric diet for tuber- 
culous diabetic patients is easier because they 
lose their appetites only in periods of re- 
activation of the pulmonary process or in 
serious cases of fatal ending. The loss of 
appetite and weight may indicate reactiva- 
tion of tuberculosis or the appearance of a 
complication. 

Protamine-zinc-insulin, NPH insulin, and 
regular insulin were used. The basic insulin 
used was protamine-zinc-insulin and later 
NPH, one dose in the morning before break- 
fast. In cases of ketosis or for bringing pa- 
tients under control, slow-acting insulin is 
supplemented with an injection of regular 
insulin before the noon meal or before both 
noon and evening meals. Globin-insulin has 
not been employed. Only in three cases were 
mixtures of protamine-zinc-insulin and regu- 
lar insulin prescribed; they were discontinued 
because no advantages were observed and 
because their use adds greatly to the respon- 
sibility of the nurse’s work. 


Under the action of insulin we have not 
found in any case either tendencies to reacti- 
vation or predisposition to pulmonary hemor- 
rhage, fear of which for a long time accom- 
panied the use of insulin in tuberculous 
diabetic patients. Only one of the 38 cases 
(19301) died from hemoptysis, and in this 
patient bleeding was present before the be- 
ginning of treatment. 


With the hypercaloric, high carbohydrate 
diet prescribed to these patients we tried to 
obtain control of diabetes through the liberal 
use of insulin, although the doses used have 
not been exceptionally high (Table 12). We 
have tried to obtain normoglycemia and 
sugar-free urine except under the following 
conditions: 


(1) Appearance of hypoglycemic reactions 
regardless of how slight they may have been. 
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Blood sugar determinations at the time the 
reactions occur have demonstrated their ap- 
pearance even with hyperglycemia if the level 
of glucose in the blood decreases rapidly. 

(2) When more, than 40 daily units of in- 
sulin are administered; in which case a mod- 
erate glycosuria is preferred as safeguard 
against insulin reactions. 

In the 38 cases it was necessary to adminis- 
ter insulin from the beginning of treatment. 
The amount prescribed varied from 20 to 
140 units daily, with an average of 59. Only 
in three patients (Cases 1456, 18125, 19624) 
was it possible to discontinue insulin during 
treatment. The average insulin dosage at 
discharge was 66 units. 

One case was admitted with acidosis; other- 
wise this complication has not arisen during 
treatment. In this one patient ketosis disap- 
peared rapidly. In the previous history of 
the cases of our series there is: coma in 1 
(18731); furunculosis in 1 (18746); car- 
buncles in 1 (17761). Remarkable improve- 
ment in nutrition has occurred among the 
tuberculous diabetics. Of the 38 cases, 34 
were under standard weight; for example, 
cases 17284, 19065, 18308, 18655, and 18305 
were respectively 54, 51, 49, 44, and 39 pounds 
under weight. At discharge or after six 
months of observation, 30 patients showed 
gains up to 40 pounds. Of the 34 patients 
who were under normal weight, 2 gained 40 
pounds; 3 between 30 and 40; 4 between 20 
and 30; 13 between 10 and 20; and 8 be- 
tween 5 and 10. An ominous sign is the loss 
of weight while under treatment. Of the 8 
cases which lost weight, 3 died and 5 have 
been classified from the point of view of their 
pulmonary tuberculosis as not improved or 
worse. 

COMMENTS 


There is no agreement as to the course and 
prognosis of pulmonary tuberculosis in dia- 
betics. For some authors tuberculosis in 


INSULIN DOSAGE 
No. of Insulin (Units) 
Cases 0 20 30° 40 50 60 70 80 90 100 110 120 130 
Under treatment 3 2 2 2 4 1 
20 1 2 2 4 1 5 1 3 1 - 
Ry eee > 38 8 2 1 6 4 7 1 9 1 3 1 1 1 
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diabetics implies a much greater risk than 
in non-diabetics, and by these the prognosis 
is considered very serious with a large mor- 
tality in a short time. Some clinicians, on the 
contrary, report that prognosis and possibili- 
ties of recovery are similar in cases of both 
diseases, if diabetes is kept under adequate 
treatment. Possibly the most pessimistic atti- 
tude is that of Wiener and Kavee,!! who re- 
port a 72 per cent mortality rate; and of 
Banyai and Cadden* report 52.2 per cent. 
On the other hand, Myers'® and Mark?" 
maintain that the prognosis and opportuni- 
ties of recovery are the same for the tuber- 
culous diabetic as for the non-diabetic. 


Of the 38 cases of this series, 4 died during 
their stay at the sanatorium, 20 have been 
discharged, and 14 are still under treatment 
with more than six months under observa- 
tion. This represents a 10.5 per cent mor- 
tality rate. To compare this rate with the 
mortality at the sanatorium, it is better to 
refer exclusively to the 24 cases which repre- 
sent 20 discharged and 4 deaths, or a 16.4 per 
cent mortality rate. During the same period 
of observation of these diabetics the sanato- 
rium released 2,996 patients, 2,166 alive and 
800 dead, or a 26.9 per cent mortality rate. 
That is, the mortality rate of diabetic tuber- 
culous patients is lower than that of the non- 
diabetic: 16.4 per cent and 26.9 per cent 
respectively. 

Table 13 shows the outcome of the 38 
cases, 20 of them as they were classified on 
discharge, and the remaining 14 still under 
treatment according to the classification of 
the clinicians in charge. 

It would be of interest to compare these 
results with those of the 3,850 admissions 
during the same period. Unfortunately, ma- 
terial difficulties have prevented an appro- 
priate analysis of this large number of pa- 
tients; but it is possible to compare the 
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results obtained at La Esperanza with those 
of other similar series of tuberculous diabetic 
patients at other sanatoriums. We _ have 
chosen the Banyai report because, of the most 
recent, it is the one which most resembles our 
study. 


At Muirdale, from the study of 115 tuber- 
culous diabetic patients, Banyai and Cadden® 
obtained the following results. Of the far 
advanced cases, 14.6 per cent were classified 
on discharge as having the tuberculosis ap- 
parently arrested, quiescent or improved; 21.9 
per cent were classified as having unimproved 
tuberculosis; and 63.5 per cent died during 
their stay in the sanatorium. In the group 
with moderately advanced tuberculosis, the 
disease of 47 per cent of the patients became 
apparently arrested, quiescent or improved; 
17.6 per cent of the patients remained unim- 
proved; and 35.3 per cent died during their 
stay in the sanatorium. 

At La Esperanza sanatorium we found on 
discharge (24 cases) or after six months of 
treatment (14 cases), the following results. 
Of the far advanced cases 40 per cent were 
classified as having the tuberculosis appar- 
ently arrested, quiescent or improved; 44 per 
cent were classified as having unimproved 
tuberculosis; and 16 per cent died during 
their stay in the sanatorium. In the group 
with moderately advanced tuberculosis the 
disease of 69.2 per cent of the patients be- 
came apparently arrested, quiescent or im- 
proved; 30.8 per cent remained unimproved 
with no death in this group. Of course the 
better results of the statistics at La Esper- 
anza may be explained by the progress 
achieved in the treatment of tuberculosis 
during the time elapsed between the two 
reports. Nevertheless, the results of this se- 
ries compare favorably with the most opti- 
mistic statistics of similar tuberculosis insti- 
tutions. 


RESULTS ACCORDING TO STAGE OF TUBERCULOSIS 


Apparently 


Stage of — Number Arrested Quiescent Improved Unimproved Died 
Tuberculosis 

On Admission No. PerCent No. Per Cent No. Per Cent No. PerCent No. Per Cent 

Moderately advanced ........ 13 2 15.4 2 15.4 5 38.4 4 30.8 _ 

25 2 8.0 4.0 7 28.1 44.0 4 16.0 
38 4 10.5 3 7.9 12 31.6 15 39.5 4 10.5 


TABLE 13 


3 
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Table 14 shows an analysis of results ob- 
tained in the 38 cases of this series as regards 
pulmonary tuberculosis according to: severity 
and control of diabetes, type of tuberculous 
lesion, stage of tuberculosis and type of treat- 
ment used for tuberculosis. Of this analysis 
it became apparent that when both diseases 
are carefully treated, the outcome and thera- 
peutic results of active pulmonary tubercu- 
losis are not influenced by severity of dia- 
betes, its degree of control, or the type of 
tuberculous lesion. On the contrary, there 
is a definite relationship between results and 
stage of tuberculosis and type of treatment 
of tuberculosis used. The moderately ad- 
vanced stage is apparently arrested, quiescent 
or improved in 69 per cent of the cases, unim- 
proved in 31 per cent, with no death in this 
group. In the far advanced stage, apparently 
arrested, quiescent or improved tuberculosis 
is obtained in 40 per cent of the cases, with 
no improvement or death in 60 per cent. 
Under routine medical treatment tuberculosis 
is apparently arrested, quiescent or improved 
in the 38 patients of this series in 38 per 
cent of the cases, and no improvement or 
death in 62 per cent. With collapse therapy 
or major surgery, tuberculosis is apparently 
arrested, quiescent or improved in 65 per 
cent of the cases, with no improvement or 
death in 35 per cent. 


SUMMARY AND CONCLUSIONS 


Thirty-eight cases in which pulmonary tu- 
berculosis and diabetes mellitus coexisted 


March 1953 


were studied at La Esperanza sanatorium 
during two and a half years ending May 1952. 
During the same period of time there were 
3,850 admissions with active pulmonary tu- 
berculosis, all over 20 years of age. The co- 
existence of the two diseases is found in 0.98 
per cent of those admitted. 


The age incidence of those having both 
diseases differed from the expected age in- 
cidence of diabetics in whom tuberculosis is 
not a factor. Of the 38 cases in this series, 
73.7 per cent are under 50 years of age. 


The two diseases coexisted more frequently 
in males than in females (1.3 to 1) and in 
whites than in Negroes (1.8 to 1). 


Diabetes antedates tuberculosis in 71 per 
cent of the cases; both diseases appear simul- 
taneously in 13.2 per cent; tuberculosis pre- 
cedes diabetes in 15.8 per cent. 

Diabetes mellitus became manifest before 
the age of 40 years in 60.6 per cent of the 
cases, the highest incidence in the group be- 
ing 30-39 years of age. The tuberculosis be- 
came manifest before the age of 40 years in 
52.6 per cent of the cases, the highest inci- 
dence in the group 30-39 years of age. 


On admission tuberculosis was classified 
as far advanced in 65.8 per cent of the cases, 
moderately advanced in 34.2 per cent, and 
minimal in none. 


In this series the ratio of severe to moderate 
and mild diabetes is much higher than in 
non-tuberculous diabetics. No correlation 
was demonstrated between history of coma, 


os CLASSIFIED ACCORDING TO SEVERITY AND CONTROL OF DIABETES, TYPE OF TUBERCULOUS 
ESION, STAGE OF TUBERCULOSIS AND METHOD OF TREATMENT FOR THE TUBERCULOUS DISEASE 


Type of Stage of 
Severity Control Pulmonary Disease Tuberculosis Treatment 
5 
2 = = - gs 
= = 2 2z = ae 
Apparently arrested 1 3 1 = 2 2 2 2 2 2 
Quiescent 3 -- 1 2 2 1 3 
Improved 3 9 3 1 8 l 2 2 7 -- 5 7 6 6 
Total + 15 6 3 10 l 4 2 12 _ 9 10 8 11 
Per cent 33.3 57.7 35.3 50.0 66.7 100.0 40.0 66.7 50.0 69.2 40.0 $8.1 64.7 
Unimproved 6 9 5 3 4 — 6 1 8 — 4 11 10 5 
Died 2 2 5 1 4 4 3 1 
Total 8 ll 11 3 5 -- 6 1 12 — 4 15 13 6 
Per cent 66.7 42.3 64.7 50.0 33.6 60.0 33.3 50.0 30.7 60.0 61.9 35.3 
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furunculosis or gangrene, and active tuber- 
culosis. 

No relationship was noted between the 
severity of diabetes and the type of tubercu- 
losis. On the contrary, during periods of 
reactivation or in the presence of some com- 
plication of the tuberculosis, diabetes rapidly 
becomes uncontrolled; clinical remissions of 
the tuberculous process make control of dia- 
betes much easier. 


A high caloric house diet was prescribed 
with approximately 300 grams of carbohy- 
drate, 150 grams of protein, 130 grams of fat, 
and 3,000 calories. Foods were not weighed 
and the diet was indicated in portions of the 
general house diet of the sanatorium. 

Protamine-zinc-insulin or NPH insulin 
were used, one injection before breakfast. 
When necessary they were supplemented with 
additional doses of quick-acting insulin be- 
fore meals. The maximum dose per injection 
of long-acting insulin was 80 units; or regu- 
lar insulin, 40 units. The average amount of 
insulin prescribed was 59 units a day. 

Remarkable improvement in nutrition has 
occurred in 30 patients of this series. They 
gained rapidly an average of 18 pounds. 
Failure to gain weight or loss of weight dur- 
ing treatment is a sign of bad prognosis. 

From the point of view of pulmonary tu- 
berculosis there is a close relationship be- 
tween stage of tuberculosis and the results 
obtained: the less advanced the more favor- 
able the results. The same holds true when 
considering the type of treatment for tuber- 
culosis: the best results were observed when 
some form of collapse therapy was employed. 
Diabetes does not constitute contraindication 
for collapse therapy or major surgery. Tuber- 
culous diabetics stand surgery as well as non- 
diabetic tuberculous patients. 


The therapeutic results obtained concern- 
ing the pulmonary tuberculosis were classi- 
fied as follows. Moderately advanced: appar- 
ently arrested, quiescent or improved, 69.2 per 
cent; unimproved, 30.8 per cent; no death in 
this group. Far advanced: apparently ar- 
rested, quiescent or improved, 40 per cent; 
unimproved, 44 per cent; died, 16 per cent. 

At least during the period of time covered 
by this study tuberculosis in diabetics does 
not seem to have therapeutic results less fa- 
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vorable than those recorded for non-diabetic 
patients with pulmonary tuberculosis. 

In a high percentage of diabetics, pulmon- 
ary tuberculosis is detected when it is in a 
far advanced stage. This fact makes it im- 
perative to take adequate steps to correct 
this situation, allowing an early recognition 
of tuberculosis in diabetic patients. This is 
a matter of concern to the general practi- 
tioner and the specialist in the field of dia- 
betes, rather than to the specialist in tubercu- 
losis. 


A roentgenogram of the chest should be 
taken once a year, preferably every six 
months, for all diabetic patients, and imme- 
diately if the diabetic begins to lose weight 
and appetite without apparent cause or if 
diabetes becomes difficult to control in a pa- 
tient previously well stabilized. 

I wish to acknowledge my indebtedness to Drs. 
Carlos Varela and Augusto Fernandez Conde and the 
other members of the medical and surgical staff of 


La Esperanza Sanatorium for their valuable aid and 
splendid cooperation. 
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DISCUSSION (Abstract) 


Dr. E. R. Smith, Jacksonville, Fla—Dr. Reaud’s 
paper may be discussed from the points of view of 
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the clinical aspects of diabetes and tuberculosis com- 
bined; the statistical import of the observations, and 
the problem that co-existence of tuberculosis and 
diabetes presents from a public health standpoint. 
The author says: “When both diseases are carefully 
treated, the outcome and therapeutic results of active 
pulmonary tuberculosis are not influenced by the 
severity of diabetes, its degree of control or the type 
of tuberculous lesions.” This is somewhat controversial 
and arguments for both sides of this question can be 
cited from the literature. The statement that “there 
is a strong influence of the course of tuberculosis over 
the course of diabetes” is viewed with a greater unan- 
imity of opinion. Therapeutically, his experience par- 
allels that of others in that no form of collapse 
therapy is contraindicated on the basis of diabetes 
alone. With improved surgical technic and with the 
use of antibiotics, surgical collapse therapy offers an 
opportunity for recovery that these patients have not 
previously had. One cannot fail to observe Dr. Reaud’s 
note of optimism for the tuberculous diabetic. 


The incidence of tuberculous patients in the study 
with diabetes mellitus is cited as 0.98 per cent, or 38 
cases in 3,850 admissions. This figure is near expec- 
tation as compared with most other reports giving the 
incidence of diabetes in sanatoria populations. Pe- 
culiarly enough, in Florida, the percentage of diabetics 
in our sanitoria is considerably higher, being 2.7. We 
have 43 cases of diabetes mellitus among our 1,600 
tuberculous patients. 


The 38 cases summarized in this report and the in- 
terpretations of the results are certainly adequate 
grounds for the clinical impression that diabetes and 
tuberculosis can be successfully managed when they 
are co-existent. However, this can only be a carefully 
considered clinical impression since the small number 
of cases would probably not be considered significant 
in the cold light of a biostatistical evaluation. 

From the public health standpoint, those who are 
engaged in either the field of diabetes control or tu- 
berculosis control should make a special effort to see 
that all diabetics have frequent chest x-rays. The con- 
sensus of all investigations is that the incidence of 
tuberculosis in diabetics is greater by two to four times 
than that in the general population. 

Dr. Reaud discussed a most important point in his 
series, that no tuberculous patient with diabetes was 
admitted with minimal tuberculosis, all having mod- 
erately advanced or far advanced disease. This is also 
generally true in the Florida sanatoria. An explanation 
is needed for this universal finding. Can it be that 
the insidious onset of tuberculosis in the diabetic has 
its mild symptoms obscured or perhaps accounted for 
on the basis of the known diabetic state? Or, is it that 
the diabetic has a lower resistance to the invasion of 
the tuberculous organism and this accelerates its de- 
structive process? At present no wholly satisfactory 
answer to these questions has been presented. 
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From my experience I believe the frequency of both 
diseases undetected in the same individual in Florida's 
population must be extremely low. This belief is 
substantiated by our findings of the past summer when 
10,844 individuals received examinations for both di- 
abetes mellitus and tuberculosis. These examinations 
were part of a multiple screening survey where venous 
blood was used for blood glucose determinations, and 
the 70 mm. x-ray for the chest examinations. The re- 
sults indicated that 174 individuals might have pre- 
viously undetected diabetes. The 70 mm. films were 
interpreted as follows: tuberculosis 6, suspect tubercu- 
losis 104. Only one individual was suspected of having 
both diseases previously undetected, and incomplete 
follow-up of this case casts strong doubt as to the 
presence of either. During this survey, 209 diabetics 
had 70 mm. chest x-rays. In no single case was any 
film on these 209 individuals interpreted as being sug- 
gestive of tuberculosis. 


In closing, I should like to emphasize Dr. Reaud’s 
final recommendation, “A roentgenogram of the chest 
should be taken once a year, preferably every six 
months, for all diabetic patients, and immediately if 
the diabetic begins to lose weight and appetite with- 
out apparent cause or if diabetes becomes difficult to 
control in a patient previously well stabilized.” 


Dr. Joseph E. Schenthal, New Orleans, La.—In dia- 
betes and tuberculosis, the work of the practicing 
physician should be closely integrated with the ac- 
tivities of the local health department. Both units, 
the health department and the practicing physician, 
have a need to use each other’s resources. 

A patient’s physician has knowledge about him that 
many times is lacking elsewhere, but is valuable for 
preventive medical activity. The clinician knows the 
patient as a human being, what he does twenty-four 
hours a day, in his working and non-working periods. 
The patient’s physician is aware of the environmental 
Stresses, such as exposure to chemical agents, emo- 
tional stress, temperature variation and nutritional 
factors which enter into control of diabetes and pre- 
vention of tuberculosis. Many hospital records do 
not record such essential data. Physicians may help 
the local health departments by making such data 
available for analysis. This again brings out the 
importance of the skillfully taken clinical history. 


Dr. Reaud (closing)—What causes the development 
of tuberculosis more frequently in diabetics than in 
non-diabetics? No wholly satisfactory answer to this 
question has been presented; but the available evi- 
dence strongly suggests that diabetes lowers the re- 
sistance to invasion by the organism of tuberculosis. 

Dr. Schenthal has raised a very interesting point: the 
emotional relationship or stresses of the patient. The 
patients of this series are people whose social extrac- 
tion is poor, with very bad environmental conditions, 
and the emotional situation of most of them is very 
bad also. 
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THE ROLE OF CHEMOTHERAPY IN 
THE MANAGEMENT OF MALIGNANT 
LYMPHOMAS AND LEUKEMIAS* 


By R. W. Runo.es, M.D. 
W. B. Barton, M.D.t 
and 
EvELYN V. Coonrap, M.D. 
Durham, North Carolina 


The hope that disseminated malignant dis- 
eases May at some time be effectively con- 
trolled by the use of chemicals has been sub- 
stantially increased by the achievements of 
the last decade. Many investigators are of the 
opinion that the potentialities of cancer 
chemotherapy, unlike those of surgery and 
radiotherapy, are unlimited.! An intensive 
search is being made for compounds with 
anti-tumor properties and many of sufficient 
promise to merit clinical study have been 
discovered. At the present time, four agents 
have been established as valuable adjuncts 
to the conventional therapy of malignant 
lymphomas and leukemia: urethane, the ni- 
trogen mustards, antifolic acid compounds, 
and ACTH and cortisone. 

An important matter of general concern in 
this period of rapid advance in cancer chem- 
otherapy, is the practical one of knowing in 
what disease, when, and how to employ a 
given therapeutic agent, in order to obtain 
the greatest benefit for the patient with the 
least risk. The purpose of this paper is to 
outline our present concept of the role of 
different chemotherapeutic agents in relation 
to others of established value in the treat- 
ment of hemopoietic malignancies. 


MYELOID PROLIFERATIVE DISEASES 


The myeloid proliferative diseases arise 
from the bone marrow.2 The different enti- 
ties classified in Table 1 have many features 
in common. They vary in the degree to which 
abnormalities of cellular proliferation or ma- 
turation affect different cell strains in the 


*Read in Section on Medicine, Southern Medical Associa- 
tion, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-13, 1952. 

*From the Department of Medicine, Duke University 
School of Medicine, and the Hematology Laboratory, Duke 
Hospital, Durham, North Carolina. The expense of this work 
was defrayed in part by a grant from the American Cancer 
Society upon recommendation of the Committee on Growth of 
the National Research Council. 


tAmerican Cancer Society Fellow. 
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marrow and tissues of hemopoietic potency 
in the liver and spleen. 


Chronic granulocytic leukemia is the com- 
monest of the myeloproliferative diseases. 
Here the neutrophilic elements of the bone 
marrow, and often the basophilic and eosino- 
philic, proliferate excessively. Leukocytosis 
is pronounced. Increased numbers of normal 
and immature granulocytes are constantly 
present in the circulating blood. Myeloid tis- 
sue may be deposited or grow in the spleen, 
liver, or even the lymph nodes. 

In granulocytic subleukemia the essential 
abnormality appears to be more a defect in 
cell maturation rather than one of excessive 
proliferation.?* The peripheral leukocyte 
count is normal or low, and few or virtually 
no abnormal cells are found in the circu- 
lating blood. 


Erythroleukemia refers to those instances 
in which the leukemic process involves pre- 
dominantly the red cell series.® ® 

Agnogenic myeloid metaplasia, myelofi- 
brosis, myelosclerosis, and megakaryocytic 
leukemia may be regarded as closely related 
variants of myelogenous leukemia.? § Fibrosis 
in the marrow and spleen, and ectopic hema- 
topoiesis are especially prominent, and all 
cell strains, with the exception of the plasma 
cells, are commonly involved.® 1° 

The comparatively benign disease, polycy- 
themia rubra vera, is characterized by the ex- 
cessive proliferation of all the normal formed 
elements of the circulating blood, granu- 
locytes, erythrocytes, and platelets.11 The 
differentiation of this disease from granu- 
locytic leukemia may sometimes be difficult, 
if not impossible. Multiple myeloma, gener- 


CLASSIFICATION OF MYELOPROLIFERATIVE 


DISEASES 


(1) Myelogenous leukemia 
Granulocytic leukemia (acute, subacute, 
chronic) 
Subleukemic granulocytic leukemia 
Erythroleukemia (Di Guglielmo) 
Agnogenic myeloid metaplasia 
Myelofibrosis 
Myelosclerosis 
Megakaryocytic leukemia 
(2) Polycythemia rubra vera 
(3) Multiple myeloma, plasma cell leukemia 
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ally a type of subleukemia, is characterized 
by the overgrowth of abnormal plasma cells.}* 

The amenability of these diseases to pres- 
ently available therapeutic measures varies 
considerably. The standard palliative treat- 
ment of chronic granulocytic leukemia dur- 
ing the past thirty years or more has been 
roentgen irradiation.1% Technical advances 
have been made in its application, and in 
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recent years the effects of internal irradiation 
with radioactive phosphorus have been ex- 
plored.'* 1516 While irradiation relieves pa- 
tients of their leukemic symptoms and im- 
proves their health and efficiency, longevity 
has been extended very little if at all. The 
mean survival persists at around 3 to 4 years 
after the apparent onset of the disease.17 


The chemotherapeutic agents of greatest 


RESULTS OF PROLONGED URETHANE THERAPY IN CHRONIC GRANULOCYTIC LEUKEMIA 


Relevant Symptoms and Physical Findings 


Maintenance Dose and 


Past coronary artery, biliary tract disease, 
Pyelonephritis. Sternal tenderness+ ++, 


Ankle edema, symp ia. Sternal 
tenderness+ Mod. Ret- 


Pain in hip, loss of appetite. Sternal tender- 
ness+, slight splenomegaly, osteolytic lesion 


Fever, malaise, mass noted in abdomen. No 


Diarrhea, abdominal pain, and fatigue. Ster- 
nal tenderness+. Mod. spleno- and hepato- 


Enlarging abd. mass, and weakness. No 
sternal tenderness. Mod. spleno- and hepato- 


Edema and fatigue. Sternal tenderness 
+++, huge spleen, and mod. hepato- 


Edema, fatigue, and anorexia. Retinal hem- 
Pain, aching, and stiffness in extremities. 
Sternal tenderness+-+, slight hepato- and 


Weakness and loss of weight. Sternal ten- 
derness+. Slight hepato- and splenomegaly. 


Occlusive arterial disease. No bone tender- 


Malaise, upper abdominal discomfort. No 
bone tenderness. Mod. hepato- and splen- 


Initial x-ray therapy. Hemolytic anemia re- 
lieved by splenectomy 15 mos. after onset. 
Leukocytosis accidentally discovered. No 


Leukocytosis accidentally discovered. Sternal 


Antepartum hemorrhage, enlarged spleen 
at onset. Well for 1 yr. after x-ray therapy. 


Progressive weakness, fatiguability. Sternal 


Patient Age Duration 
Sex Before 
Race Urethane 
Therapy 
L.S.B 65 2 mos. 
B60736 M 
w mod. spleno- and hepatomegaly. 
LNG 19 4 mos. 
C43153 F 
Ww inal hemorrhages. 
13 4 wks 
C38309 M 
w femur. 
M.L.L. 33 5 mos 
C31295 F sternal tenderness. Mod. splenomegaly. 
1.D.B 47 6 mos 
C75014 M 
w megaly. 
M.M.B 43 4 wks 
C89117 F 
w megaly. 
M.! 52 2 mos 
D21898 M 
w megaly. 
$.C. 45 2 mos 
120621 R orrhages, fever, mod. splenomegaly. 
R.H.F 34 3u 
C65597 F vrs. 
Ww splenomegaly. 
C. 64 7 mos. 
C90809 F 
w 
T4.£.. 59 3 mos. 
B52340 M ness. Mod. splenomegaly. 
w 
P.M.D. 47 2 mos. 
C95912 F 
w omegaly. 
N.R.M. 40 30 mos. 
C14321 F 
w Sternal tenderness+-+-+, hepatomegaly. 
M.R.O. 35 
C63084 mos. symptoms. Sternal tenderness+-+ +. 
C.G.H. 62 5 mos 
D12031 M tenderness +. 
w 
E.C. 26 28 mos. 
C85104 F 
Cc Enormous spleen. 
B.C. 48 2 yrs.? 
C60067 . tenderness+, huge liver and spleen. 


Period of Urethane 
Therapy 


1.5-3.0 gm. per day, 
19 mos., total dose 
1100 gm. 


2.5-4.0 gm. per day, 
mos. 


1.0- 


1.5-2.0 gm. per day, 
24 mos. Changed to 
TEM. 

1.0-2.0 gm. per day, 
22 mos. 

1-3 gm. per day, 

10 mos. 


1-2 gm. per day, 9 mos. 
irregular periods. 
Changed to TEM. 


2-3 gm. per day, 
10 mos. 


1.5-2.0 gm. per day, 
24 mos. Changed to 
spray X-ray. 

1-2 gm. per day, 8 mos. 
Changed to TEM. 


2 gm. per day, 3 mos. 
2 gm. per day, 20 mos. 


1-3 gm. per day, 
1-2 mos. each yr. 


2-3 gm. per day, 1 yr, 


4 gm. per day, 5 mos 
Changed to TEM. 


1-3 gm. per day, 14 
mos. Changed to TEM. 


2-3 gm. per day, 15 
mos. Normal pregnancy 
completed, child  nor- 
mal. Changed to TEM 
& x-ray. 


gm. per day, 1 mo. 
inadvisedly) 
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usefulness in treating chronic granulocytic The effects of urethane in chronic granu- 


leukemia at this time are urethane’® and _locytic leukemia have been of particular in- 
triethylene melamine (TEM).!® The effects terest to us. Observations in 17 patients in 
of a new chemical, 1:4-dimethanesulphon- whom the chemical was used as the initial or 
oxybutane, have been promising.2° These predominant therapy are tabulated (Table 
agents in no instance, however, have been 2). Five were given urethane for less than 9 
used long enough or extensively enough to months, 5 for 9-18 months, and 7 for 18-42 
allow for more than a tentative evaluation of months. Gastrointestinal symptoms, ano- 
their merits and limitations. rexia, nausea, and vomiting, prevented some 


RESULTS OF PROLONGED URETHANE THERAPY 1N CHRONIC GRANULOCYTIC LEUKEMIA—Continued 


Hematologic Status Total Duration Outcome Cause of Death 
Before Treatment After Treatment of Disease Complications 
Hgb.(gm.), Hemat., WBC Hgb.(gm.), Hemat., WBC 
10.2 34.0 138,000 12.0 41.0 5,000 24 mos. Hepatomegaly, Leukemic 
14.2 47.0 26,000 ascites exacerbation, 
hematemesis 
8.9 29.0 440,000 10.0 36.0 20,000 10 mos. Herpes Leukemic 
12.0 39.0 75,000 exacerbation 
12.0 35.0 96,000 15.0 49.0 6,000 44 mos. Hepatomegaly, Leukemic 
18.2 53.0 11,000 ascites exacerbation 
10.5 34.0 257,000 13.0 44.0 11,000 29 mos. None 
15.0 47.0 25,000 living 
12.8 37.0 160,000 15.9 49.0 6,000 28 mos. None 
17,200 living 
7.1 21.0 353,000 12.0 41.0 10,000 14 mos. ? Hepatic Leukemic 
12.4 43.8 40,000 necrosis exacerbation 
8.7 26.0 252,000 12.0 38.5 3,700 15 mos. 
13.3 42.0 100,000 living 
7.5 25.0 265,000 11.7 37.8 11,700 12 mos. Mild hepatic Chromophobe 
necrosis adenoma, pitu- 


itary. Leukemic 
exacerbation 


13.0 42.5 30,000 13.0 44.0 9,000 5% yrs. None 
14.5 47.0 15,000 living 
10.6 32.0 308,000 12.2 40.0 32,000 34 mos. None 
13.9 45.9 88,000 living 
13.0 44.0 06,000 12.8 41.0 7,100 6% mos. Hepatitis, Hepatic 
? infectious degeneration 
13.1 42.2 95,000 14.0 45.0 7,000 24 mos. Impaired Acute myelo- 
16.3 51.9 11,000 hepatic blastic exacerba- 
function tion 
13.1 43.0 102,000 14.2 47.0 6,450 70 mos. Hemorrhage 
11.8 35.0 52,000 14.0 46.0 8,100 26 mos. None Acute 
21,000 myeloblastic 
exacerbation 
13.5 43.0 59,000 12.0 38.0 7,000 22 mos. Mouth ulcers 
14.0 40.0 90,000 _iliving 
6.8 18.0 539,000 rE 24.0 15,900 414 yrs. None Leukemic : 
8.8 31.0 200,000 exacerbation 
myeloblastic 
7.8 18.8 297,000 10.1 29.2 44,000 727 mos. None Died suddenly, 
8,900 ruptured spleen? 


TABLE 2—Continued 
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patients from taking enough of the chemical 
to suppress the activity of their disease, or 
ultimately led to the employment of another 
agent. In patients whose disease was well con- 
trolled by 1-2 grams of urethane daily, side 
effects and complications of therapy were 
minimal. The chief cause of death ultimately 
was exacerbation of the leukemic process. 
The chief complication was hepatic degen- 
eration. 


In 7 of the above patients and in 8 addi- 
tional individuals with chronic granulocytic 
leukemia, observations regarding the com- 
parative effects of urethane, roentgen, and 
TEM therapy in the same patient were made. 
In general, disease responsive to one agent 
could also be controlled by others, and when 
unresponsive to one was refractory to all. The 
following 3 patients illustrate the long-term 
effects of urethane in chronic granulocytic 
leukemia, the comparative effects of different 
therapeutic agents, and some of the unsolved 
problems encountered in this disease. 

W. C. C., C-38309.—This 13-year-old schoolboy was 
first seen at Duke Hospital on July 7, 1948. Four 
weeks earlier, he had developed pain in the right hip 
and anorexia. His family physician discovered a high 
leukocyte count. Physical examination on admission 
to the Hospital showed increased sternal tenderness 
and splenomegaly. The hematologic findings were 
typical of chronic granulocytic leukemia. Roentgen 
films of the skeleton showed an area of osteolytic 
destruction in the upper portion of the right femur. 
With urethane therapy, the leukocytosis subsided 
quickly, and in a few weeks the bone lesion healed. 
For over two years while taking 0.75 gram of ure- 


Hgb. WBC 
Gms. Thos WCC.  ¢-38309 
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thane twice daily, he enjoyed excellent health and 
gained in height and weight. The hemoglobin con- 
centration and leukocyte count remained within 
range of normal (Fig. 1). During the third year of 
his disease, the amount of urethane required to con- 
trol the leukocyte proliferation began to increase. 
Forty months after the onset of the leukemia, he 
again became acutely ill with fever, anorexia, and 
splenomegaly and hepatomegaly. Despite roentgen 
and TEM therapy, he failed progressively and died 
44 months after the onset of his illness. 

P. M. D., D-95912.—This 47-year-old housewife 
was admitted to Duke Hospital on September 6, 
1950, shortly after abdominal pain of 6-8 weeks dura- 
tion had led to the discovery of an enlarged spleen 
and leukocytosis. With urethane therapy, the white 
cell count fell and for 20 months with an average 
dose of 1 gram twice daily, it remained within range 
of normal (Fig. 2). During this time, she was active, 
free of complaints, and well satisfied with her treat- 
ment. After 12 months of urethane administration, 
some retention of bromsulfalein dye was found. Re- 
examination at 18 months showed a few spider angio- 
mas and slight hepatomegaly. A bromsulfalein test 
(5 mg. per kg.) showed 25 per cent retention of the 
dye at 45 minutes. A short while later at home she 
began to feel badly. The urethane was stopped after 
it had been in continuous use for 20 months. Within 
a week her white blood cell count rose precipitously 
to over 300,000, of which over 80 per cent were 
myeloblasts. Irradiation therapy was given. The leu- 
kocyte count fell, but she became steadily worse and 
died 24 months after the apparent onset of her 
illness. 

K. H., C-14976—This 56-year-old white, married 
woman was well until September, 1946, when she be- 
gan to have severe right temporal headaches, symp- 
toms of anemia, and weight loss. About 10 months 
later, she developed intermittent fever up to 101° F. 
and noted ankle edema. On examination at Duke 
Hospital in September, 1947, an enlarged spleen (8 
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Effect of prolonged urethane therapy in chronic granulocytic leukemia. 
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cm. below left costal margin), anemia (8.5 gm.), and 
leukocytosis (347,000), with marked immaturity in 
the granulocytic series, were found. Whole body ir- 
radiation was given. The white blood count fell, the 
hemoglobin concentration increased, and she felt 
perfectly well. During the next 33 months, recurrence 
of symptoms and abnormal hematologic findings led 
to the administration of 5 additional courses of 
roentgen therapy. Three months after the conclusion 
of the last x-ray treatment, the white blood cell 
count was still elevated and the hemoglobin concen- 
tration reduced. Consequently, in November, 1950, 
urethane therapy was begun. With a dose of 1 gram 
three times daily, nausea and vomiting occurred. The 
largest dose she could tolerate was about 0.5 gram 
twice daily. A fairly good hematologic remission was, 
nevertheless, obtained (Fig. 3). After 5 months of 
urethane therapy, this agent was suspended in favor 
of triethylene melamine. A dose of 2.5 mg. by mouth 
2-3 times per week was required to produce a slow 
normalization of the peripheral blood. For the first 
time during the long course of her illness, her spleen 
was reduced in size until it was barely palpable. A 
complete clinical remission was in effect 17 months 
after beginning TEM therapy. 


Types of myelogenous leukemia other 
than purely granulocytic have been recog- 
nized with increasing frequency in recent 
years.2 347891021 They comprise in our pa- 
tients about a third of all the malignant pro- 
liferative diseases stemming from the bone 
marrow. In these entities, abnormalities of 
cellular maturation are somewhat more prom- 
inent than are those of excessive cellular pro- 
liferation, and many cell strains are affected. 


PMD C 95912. CHRONIC GRANULOCYTIC LEUKEMIA. URETHANE THERAPY 
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We have made some observations on the ef- 
fect of different therapeutic agents in 22 pa- 
tients with variants of myelogenous leukemia. 
Therapeutic benefits in comparison with 
those in chronic granulocytic leukemia have 
not been impressive. This may be due to the 
fact that while many agents are capable of 
destroying cells or of retarding their growth, 
comparatively little can be done at this time 
to stimulate or normalize growth. 


Subleukemic granulocytic leukemia in 
many instances is a chronic and slowly pro- 
gressive disease. Little has been published re- 
garding the effects of irradiation therapy. 
Benefits are apparently meager. The effects 
of urethane were studied in 5 of our patients 
with this disease. Some symptomatic improve- 
ment and slight gains in red blood cell and 
hemoglobin values were observed, but there 
was no obvious change in the course of the 
disease. 


In 8 of our recent patients with less com- 
mon variants of myelogenous leukemia, the 
red cell series appeared to be predominantly 
affected. Leukopenia, some immaturity of the 
circulating granulocytes, and thrombocyto- 
penia were also present in 4 of them. Two 
had positive serologic tests for syphilis appar- 
ently not indicative of luetic infection. The 
bone marrow in 5 showed a disparity in nu- 
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Urethane therapy in chronic granulocytic leukemia terminating in acute myeloblastic crisis. 


| | 
| 

- wBC death : 


264 SOUTHERN MEDICAL JOURNAL 


clear-cytoplasmic maturation that could not 
be distinguished with certainty from the 
megaloblastic changes that result from nu- 
tritional deficiency. None responded to ade- 
quate liver extract, vitamin By», or folic acid 
therapy. Three were given citrovorum factor, 
with ascorbic acid in one instance, without 
response. One patient was treated with ure- 
thane in a sufficient dose to produce leuko- 
penia and with this therapy he required 
fewer blood transfusions. His disease ulti- 
mately became more typical of granulocytic 
leukemia and soon terminated fatally. Splen- 
ectomy was performed in 2 patients but was of 
no benefit. Two patients were treated with 
ACTH and/or cortisone, and one was con- 
siderably benefited. 


The treatment of agnogenic myeloid meta- 
plasia and related variants of myelogenous 
leukemia, either directed toward relieving 
symptoms of the disease when present or 
toward retarding its progression, is unsatis- 
factory. Irradiation and splenectomy, particu- 
larly when the bone marrow is fibrotic, are 
generally interdicted. In 2 of our 7 patients 
with this proliferative disease with normally 
cellular bone marrows, however, splenectomy 
was done for mechanical reasons. In both of 
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them, leukocytosis and thrombocytosis fol- 
lowed. One who had previously been moder- 
ately anemic developed abnormally high 
blood values. In the other, pronounced leu- 
kocytosis and massive increase in platelets, 
which was associated with extensive venous 
thromboses developed. The latter complica- 
tion was well controlled by the administration 
of TEM. Two patients were treated with ure- 
thane, with effective control of leukocytosis in 
one and of excessive platelet formation as- 
sociated with repeated gastrointestinal hem- 
orrhages in the other. 

In summary, therapeutic advances in the 
treatment of myelogenous leukemia during 
the last 30 years have been disappointingly 
meager. The problem in treating chronic 
granulocytic leukemia is not one of producing 
satisfactory remissions early in the course of 
the disease, which can be readily accomplished 
by several agents, but of preventing the un- 
relenting increase in its severity as time goes 
on, until ultimately the cellular proliferation 
can no longer be controlled. The chemo- 
therapeutic agents with which we have had 
experience give little promise of preventing 
this progressive increase in the severity of the 
disease, or of greatly improving the degree of 
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Chronic granulocytic leukemia treated successively with roentgen irradiation, urethane and triethylene melamine. 
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health and longevity obtained by irradiation. 
In other varieties of chronic myelogenous 
leukemia, excessive cellular proliferation may 
be controlled satisfactorily by the use of ure- 
thane or TEM, and probably irradiation. The 
use of steroid hormones attempting to in- 
crease cellular maturation and, perhaps, to 
normalize growth may be useful in some in- 
stances. 


Polycythemia vera, the most benign of the 
myeloproliferative diseases, shows much less 
of a tendency than myelogenous leukemia to 
increase progressively in severity. Therapy is 
ordinarily not difficult and the results are 
satisfactory. Phlebotomy is the safest pro- 
cedure and should be used first. Marrow de- 
pressant agents should be employed only 
when the disease cannot be well controlled 
by this means alone.'! Whole body irradia- 
tion or radioactive phosphorus are the agents 
most widely used to suppress marrow func- 
tion.'# 2223 The possibility that irradiation 
may increase the incidence of leukemia dur- 
ing the later stages of the disease is discussed 
by Lawrence.*4 Five of our patients with 
polycythemia vera, in 3 of whom the disease 
had a close resemblance to myelogenous leu- 
kemia, were treated with urethane over a 
period of several months. All manifestations 
of their disease were satisfactorily controlled. 
We have used TEM in the treatment of 4 pa- 
tients with polycythemia vera with good re- 
sults, comparable to those reported in larger 
series.5 


Multiple myeloma, a notoriously progres- 
sive and distressing disease, has been recog- 
nized with increasing frequency in recent 
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years. Plasmacytomas may respond somewhat 
to irradiation therapy even though plasma 
cells are far more resistant to its effects than 
are other marrow elements. In patients with 
the generalized disease, roentgen therapy may 
relieve skeletal pain, but the course of the 
disease has not been altered.26 The chemo- 
therapeutic agents whose effect has been 
studied in multiple myeloma include stil- 
bamidine, pentamidine, nitrogen mustard 
compounds, urethane,!” triethylene melamine, 
ACTH, and cortisone. The agent of by far 
the greatest usefulness is urethane. Of the 63 
new patients with multiple myeloma we have 
seen at Duke Hospital during the last five 
years, 42 have been treated with urethane 
and followed long enough for its effect to 
be evaluated. Good remissions were pro- 
duced in 24 patients and worthwhile sympto- 
matic improvement in 16. In 2 patients the 
activity of the disease was not affected by 
prolonged chemotherapy. 


LYMPHOID PROLIFERATIVE DISEASES 


Malignancies of lymphoid origin may pro- 
duce bulky tumors localized in one or more 
regions or involve lymphatic tissue more or 
less diffusely. Except in Hodgkin’s disease, 
there is a pronounced tendency especially as 
the process advances for abnormal cells to 
circulate in the blood and infiltrate or grow 
in organs such as the spleen, liver, and bone 
marrow. The histologic and anatomical find- 
ings, considered in reference to the effect of 
the different therapeutic agents available, de- 
termine the therapeutic strategy. 


The treatment of malignant lymphomas in 


TREATMENT OF HODGKIN’S DISEASE 


Anatomical Extent 


(1) One node or 5 yrs., 
region. 10 yrs., 
Symptoms: none Median 
(2) Nodes in 2 or 5 yrs., 
more adjacent 10 yrs., 
regions. Median 
Symptoms: none or 
mild 
(3) Multiple 5 yrs., 
areas, 10 yrs., 
Symptoms: Median 
generalized, 
moderate to 


severe 


Survival after Onset”* 


Recommended Therapy 


88 per cent Surgical excision or 
79 per cent “local irradiation 
11.6 yrs. after biopsy 
72 per cent Irradiation of involved 
21 per cent nodes and proximal areas 
7.8 yrs. 
9 per cent Chemotherapy, TEM 
0 per cent or HNe, and local 
1.9 yrs. irradiation 
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general may be illustrated by that employed 
in Hodgkin's disease (Table 3). Patients whose 
disease is apparently confined to one node or 
region, and who have no generalized symp- 
toms, are best treated with surgical resection 
or irradiation after biopsy. Therapy should be 
given early and aggressively with the intent 
to cure.*7 28 Bulky disease present in two or 
more regions should be treated initially with 
irradiation. 


The chemicals of established usefulness in 
the therapy of the lymphoid proliferative dis- 
eases belong to the nitrogen mustard group. 
An important compound with nitrogen mus- 
tard-like effects, triethylene melamine, has 
been developed recently.!® It represents an 
important advance in practical therapy, and 
the use of this chemical will probably sup- 
plant that of the original compounds.?® 

In Hodgkin’s disease, chemotherapy is re- 
served for the treatment of those with wide- 
spread areas of involvement, lesions resistant 
to or rapidly recurring after roentgen therapy, 
and for those with disease in anatomical sites 
such as the pulmonary parenchyma, liver, and 
bone marrow.!® 29 3931 Jn a large percentage 
of patients, the generalized effect of chemo- 
therapy can be used to supplement advanta- 
geously that of local irradiation. TEM or 
nitrogen mustard should not be used concur- 
rently with irradiation in the treatment of a 
given patient until the response of the disease 
to each agent alone has been studied. Com- 
bined therapy using both agents when neces- 
sary can then be carried out more effectively. 

Chronic lymphocytic leukemia contrasts 
with the malignant lymphomas in that the 
former is always a generalized disease in 
which local lesions are of minor importance. 
As emphasized in a recent report, the chief 
causes of disability and ultimate fatality in 
lymphocytic leukemia, infection, anemia, and 
hemorrhage, are attributable in large meas- 
ure to replacement of the bone marrow by 
infiltrating or proliferating lymphocytes.?* 
In this disease symptoms may be few until 
serious and possibly irreversible damage has 
occurred. Roentgen therapy administered lo- 
cally to enlarged superficial lymph nodes has 
not been effective in preventing marrow in- 
volvement. The use of radioactive phosphorus 
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has been of little greater promise,'t 5? 33 ex- 
cept perhaps when given in regularly spaced 
titrated doses.34 

The effect of TEM in chronic lymphocytic 
leukemia has been studied in our laboratory 
now for 214 years.2® The results appear to 
be superior to those obtained with any other 
therapeutic agent. The effects on the bone 
marrow have been of particular importance. 
Individuals who were not anemic at the be- 
ginning of therapy but who had heavy lym- 
phocytic marrow infiltration have been main- 
tained in good hematologic status at least for 
periods of 12-26 months. Marrow infiltration 
has lessened or disappeared. In patients with 
marrow replacement and anemia or neutro- 
penia, especially in those with subleukemic 
lymphocytic leukemia, the situation is much 
more precarious. Some individuals have re- 
sponded to TEM administration, nevertheless, 
with subsidence of anemia and regeneration 
of normal marrow to an extent we have 
never observed with any other agent. 


ACUTE LEUKEMIA 


Acute leukemia is a notorious disease 
which is invariably fatal and especially prone 
to occur in childhood. Spontaneous remis- 
sions have been observed on rare occasions. 
Irradiation therapy has been of little or no 
value. General supportive measures, trans- 
fusions, antibiotics, and the use of such 
agents as nitrogen mustard and urethane have 
prolonged the lives of some _patients.% 
Remissions in the disease were not produced 
with any degree of regularity, however, until 
the antifolic acid compounds were introduced 
as therapeutic agents by Farber and his col- 
laborators in 1948.57 It was soon found that 
temporary remissions could also be produced 
by ACTH.*§ It is the consensus now that 
the best results are obtained when both 
ACTH and antifolic acid compounds are 
used concurrently.9® 4941 Some 50-75 per 
cent of all patients with acute leukemia are 
improved to an important degree with com- 
bined therapy. Our experience is comparable 
to that of others in this regard. Of 20 con- 
secutive patients with acute leukemia admit- 
ted to Duke Hospital during the last 6 
months, 6 showed no response to this therapy, 
10 were significantly improved, and complete 
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remissions were produced in 4.* An under- 
standing of the mechanisms involved in these 
induced remissions is a major challenge to 
present day research. 


DOSAGE AND COMPLICATIONS OF 
CHEMOTHERAPEUTIC AGENTS 


The average dose of the chemotherapeutic 
agents discussed, the diseases most likely to 
be benefited by them, and the effects of over- 
dosage are outlined in Table 4. In no other 
field in medicine than in the chemotherapy 
of neoplastic diseases is it so necessary to 
have an intimate knowledge of the natural 
history of the disease under treatment, to 
give individual attention to patients, and to 
have accurate laboratory determinations. The 
use of all chemotherapeutic agents entails 
hazard. With urethane therapy, serious de- 
pression of bone marrow function is readily 
avoided, but hepatic degeneration and _ ne- 
crosis may occasionally develop as a major 


*ACTH (Corticotropin) was kindly supplied for these 
eae by Dr. David Klein of Wilson Laboratories, Chicago, 
inois. 
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and relatively irreversible complication.*? 4% #4 
The incidence of the latter in carefully man- 
aged patients and the mechanism involved in 
its production are unknown. Nitrogen mus- 
tard compounds, and especially TEM, are 
capable of inducing a profound degree of 
bone marrow depression, which may persist 
for many weeks before recovery eventually 
occurs. Once produced, no effective antidote 
is known. The adverse effects of ACTH and 
cortisone and the means of avoiding them 
are well known. With antifolic acid com- 
pounds the dose must be meticulously regu- 
lated to avoid mouth ulcerations, damage to 
the intestinal mucosa, and destruction of the 
bone marrow. Toxic effects of antifolic acid 
compounds may be reversed with citrovorum 
factor. 


SUMMARY 


Urethane is the most effective agent pres- 
ently available for the treatment of multiple 
myeloma. It also is effective in controlling 
abnormal cellular proliferation in chronic 


CHEMOTHERAPEUTIC AGENTS USEFUL IN THE TREATMENT OF NEOPLASTIC DISEASES 


Agent Average Dose Diseases Benefited Effect of Overdosage; Complications 

Urethane 0.5-1.0 gm. Myeloid proliferative diseases Severe anorexia 

2-4 x per day Leukemia, chronic granulocytic Leukopenia; pancytopenia (rare) 

Polycythemia vera? Mouth ulcers ; 
Multiple myeloma Centrilobular hepatic degeneration and necrosis 
Nitrogen 0.1 mg. per kg. Lymphoid proliferative diseases 
Mustard iv. x 4-6 Hodgkin’s disease (generalized) 
(HN2) Lymphomas, malignant 
Chronic lymphocytic leukemia 

Triethylene 2.5-5.0 mg. x 3 Granulocytic leukemia Temporary marrow depression 
Melamine initially, orally. Polycythemia vera Severe anorexia, nausea and vomiting 
(TEM) 0.5-5.0-10.0 mg. 

per week as 

maintenance 
ACTH 20 units i.v. for Acute leukemia Cushing’s syndrome: 

15-18 hr. per day, Hemopoietic malignancies with moon facies; acne; hirsutism 

or 20 units q.6.h. symptomatic hemolytic anemia? edema; hypertension 

im. per day for 1-3 hyperglycemia (glycosuria) 

weeks Hypokalemic hypochloremic alkalosis 

Mental depression; psychoses 

Cortisone 25 mg. 2-6 x per day 

maintenance 
Folic Acid Acute leukemia Pancytopenia 
Antagonists Mouth ulceration 

Diarrhea 

(Aminopterin) (0.5-1.0 mg. 

orally 1-3 x per 

week) 


TABLE 4 
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granulocytic leukemia. In less common varie- 
ties of myelogenous leukemia, and in polycy- 
themia vera, the excessive proliferation of 
other formed elements may also be controlled 
satisfactorily. 


Nitrogen mustard and triethylene mela- 


mine are particularly useful in the treatment 
of generalized lymphoid proliferative dis- 
eases. In Hodgkin’s disease and in malignant 
lymphomas, these agents are usually used in 
conjunction with irradiation to localized tu- 
mors. TEM appears to be the agent of choice 
in treating chronic lymphocytic leukemia. 
Good results have been obtained in the 
treatment of granulocytic leukemia and poly- 
cythemia vera. 


ACTH and antifolic acid therapy produce 


a high percentage of temporary remissions in 
acute leukemia. In most patients with chronic 
leukemia and lymphomas, ACTH or corti- 
sone is of no definite benefit unless there is 
accelerated red cell hemolysis. In some dis- 
eases with abnormal development of myeloid 
cells, cortisone may increase maturation and 
normalize growth. 
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THE NEWER ANTIBIOTICS IN THE 
TREATMENT OF RECTAL 
STRICTURES OF 
LYMPHOGRANULOMA VENEREUM* 


By LrEon BANov, Jr., 
Charleston, South Carolina 


The introduction of the broad spectrum 
antibiotics has significantly changed the 
management of rectal strictures of lympho- 
granuloma venereum. Before the advent of 
aureomycin, chloramphenicol, and terramycin, 
the treatment of these rectal strictures was a 
discouraging problem because it was pro- 
longed, difficult, hazardous, and uncertain. 

In October, 1948, Wright! and his co- 
workers presented an enthusiastic report on 
the treatment of lymphogranuloma venereum 
with aureomycin. Subsequently, others? re- 
ported on the use of aureomycin in the 
treatment of this disease. In January, 1951, 
Rowe’s* results from the use of chloram- 
phenicol in the management of lymphogranu- 
loma venereum were published. Since then, 
others’ ® have reported on chloramphenicol 
in the treatment of this condition. Later in 
1951, Wright? and his co-workers reported 
their experiences with terramycin. There 
have been a few other reports® on this same 
use of terramycin. 


A few months after the appearance of 
Wright's article on aureomycin a supply of 
aureomycin was made available for the treat- 
ment of lymphogranuloma venereum to the 
surgical clinic of the Medical College of 
South Carelina. A program was then under- 
taken to investigate the effectiveness of the 
drug. Subsequently, chloramphenicol and 
terramycin were added to the study. This 
paper is a clinical report on observations of 
the use of aureomycin, chloramphenicol, and 
terramycin in the treatment of rectal stric- 
tures of lymphogranuloma venereum. It is 


*Read in Section on Proctology, Southern Medical Associa- 
Annual Meeting, Miami, Florida, November 


*From the Department of Surgery of the Medical College of 
= Carolina and the Roper Hospital, Charleston, South 
rolina. 


*The aureomycin used was supplied through the courtesy 
of Lederle Laboratories Division of the American Cyanamid 
Company, Pearl River, N The chloramphenicol (chloro- 
mycetin®) used was supplied through the courtesy of Parke, 
Davis and Company, Detroit, Michigan. The terramycin used 
was supplied through the courtesy of Chas. Pfizer and Com- 
pany, Inc., Brooklyn, N. Y. 

tAssociate in Surgery, Medical College of South Carolina, 
Charleston, South Carolina. 
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the first report from any clinic in which the 
three drugs were used in the treatment of 
rectal strictures. 

Method of Study—The purpose of the 
study was to treat and to observe the imme- 
diate and the long term clinical results of 
the drugs in cases of rectal strictures of lym- 
phogranuloma venereum. 

In order to provide uniformity for syste- 
matic investigation, special chart forms were 
drawn up. They provided fer the recording 
of specific items and details of the history, 
physical examination, laboratory reports, and 
clinical course. 

The patients, with three exceptions, came 
from the surgical clinic of the Medical Col- 
lege of South Carolina. Most came from a 
low economic group. All except one were 
Negro women; the exception was a Negro 
boy. All were carefully interviewed and 
questioned for specific information on their 
rectal symptoms. All received a physical ex- 
amination, with special attention to the ano- 
rectal region, and laboratory studies. All the 
patients had a positive virus antigen skin 
test or a positive complement-fixation test 
for lymphogranuloma venereum. All had a 
rectal biopsy before treatment. This was 
considered of paramount importance to rule 
out malignancy, since in previous years at the 


STRICTURE 
Type: Annular or Tubular: Singular or Multiple 
(over 1.5 cm. in length is to be considered 
tubular) 
Consistency: Soft, Hard, Firm, Regular, Irregular 


(encircle adjectives) 


CLASSIFICATION OF TYPES 


Type 1 Soft, Smooth and Regular Due to Mucosal 
Edema and Congestion 

Type 2 Hard and Irregular with Granulomatous 
Deposits in the Mucosa and Submucosa 

Type 3 Small Amount of Scar Tissue in the Sub- 
mucosa and Muscularis 

Type 4 Dense Scar Tissue in all Layers of Rectum 


and Perirectal Tissues 
GRADING ACCORDING TO SIZE OF DIAMETER 


Grade 1 1% inches 3.7 cm. 
Grade 2 1 inch 2.5 cm. 
Grade 3 Y% inch 1.2 cm. 
Grade 4 VY inch 0.6 cm. 
Grade 5 Admits None 


Distance from anus 


Portion of chart form used in study showing method of 
classification and grading of strictures. 
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surgical clinic in Charleston, cases of carci- 
noma had been observed developing in rectal 
strictures.® 


While the methods used in this study to 
evaluate the drugs are admittedly relatively 
crude, they are practical and reasonable. The 
reliability of a clinic patient’s history is al- 
ways subject to question. However, it would 
seem that a patient previously treated with 
various medications and rectal dilatations 
over a period @f years should be able to give 
some opinion of the value of the drug used. 
The difficulty of accurately measuring a rec- 
tal stricture and its response to treatment is 
frankly admitted. Rectal biopsies both be- 
fore and after treatment were begun but 
discontinued because of the relatively meager 
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definitive information obtained and also be- 
cause of their adverse psychological effect 
upon the patient. 

Quantitative complement-fixation reactions 
have been employed to measure the effect of 
these antibiotics on lymphogranuloma vene- 
reum. So far, the drugs with the dosages 
used have not produced definite changes in 
the titer. These periodic quantitative com- 
plement-fixation studies are still in progress 
and will be reported at a later date. 

Rectal dilatations were rarely employed for 
they are not without dangers. Moreover, 
they may tend to aggravate and eventually to 
produce more cicatrix. 

In the beginning of this study, some of 
the cases were treated in the Roper Hospital. 


AUREOMYCIN 

Patient and Dose 
Case 1. A. B. 

250 mg. Qid x 12 


Symptoms 
Rectal Bleeding 
Mucus per Rectum 
Pain on Defecation 
Pencil Sized Stools 
Straining at Stool 
Painful Defecation 
Case 3. J. M. B. Rectal Bleeding 
250 mg. Qid x 12% Daily Laxative 
Painful Defecation 


Case 2. A. H. M. 
250 mg. Qid x 


Case 4. W. S. L. 
250 mg. Qid x 12% 


Constipation 

Rectal Bleeding 
Pain on Defecation 
Rectal Bleeding 
Straining at Stools 
Narrowed Stools 


Pencil Sized Stools 


Case 5. W. M. 
250 mg. Tid x 5 
250 mg. Bid x 5 


Case 6. E. M. H. 


250 mg. Tid x 5 Painful Defecation 
250 mg. Bid x 4 Rectal Bleeding 
Case 7. C. E. Rectal Bleeding 
250 mg. Tid x 6 Narrowed Stools 
250 mg. Bid x 2 Painful Defecation 
Case 8. J. R. R. Rectal Bleeding 
250 mg. Tid x 5 Mucus from Rectum 
250 mg. Bid x 5 Straining at Stool 
Case 9. R. W. Rectal Bleeding 


250 mg. Tid 13 
16 Months Later 
250 mg. Tid x 14 


Case 10. V. L. 
250 mg. Tid x 5 


Constipation 
Painful Defecation 


No Bleeding 
No Mucus 
No Pain with BM 


Pain with BM 
No Blood 


Case 11. H. H. 
250 mg. Tid x 5 


Case 12. L. S. 


Straining with BM 
250 mg. Tid x 10 


Rectal Bleeding 


CASE SUMMARIES 


Stricture Results 
Tubular Good 25 Months 
Type 3 No Bleeding 

Grade 3 No Pain with BM 
Tubular Good 40 Months 
Type 4 No Straining or Pain 
Grade 4 Larger Caliber Stools 
Annular Equivocal 27 Months 
Type 2 No Bleeding 

Grade 2 Laxative Q 2 Weeks 
Annular Good 39 Months 
Type 2 No Pain with BM 
Grade 3 No Laxative Since Drug 
Annular Good 36 Months 
Type 3 One Episode Slight Bleeding 
Grade 4 in Aug. ’52 
Annular Good 19 Months 
Type 3 No Rectal Bleeding 
Grade 3 No Pain with BM 
Annular Good 35 Months 
Type 3 No Rectal Bleeding 
Grade 3 No Pain with BM 
Tubular Good 35 Months 
Type 4 No Bleeding or Mucus 
Grade 3 No Straining 

Annular Good 26 Months 
Type 2 No Bleeding 

Grade 3 Less Pain with BM 
Tubular Equivocal 24 Months 
Type 4 “Felt Improved” after RX 
Grade 3 No Pain or Bleeding 
Tubular Equivocal 26 Months 
Type 4 Less Pain with BM 
Grade 3 No Bleeding 

Tubular Equivocal 23 Months 
Type 4 Less Straining 

Grade 3 Rectal Bleeding | X 
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Later, the patients were treated on an out- soft, hard, firm, regular, or irregular, (2) the ep: 
patient basis at the surgical clinic. The pa- admittedly relatively crude relationship of 
tients returned at periodic intervals to the the finger and the lumen of the stricture, and : 
surgical clinic for evaluation of the results (3) the anoscopic appearance of the rectum ; 
of treatment. The doses of the drugs used and the stricture. za 
and the length of treatment were decided The results are summarized in the tables. —" 


on an empiric basis. An opinion of the 
value of the drug in each case was reached 
after carefully considering and evaluating 
the pertinent items in the history as well as 
the findings at digital and anoscopic exam- 
inations. 

In the periodic check-up of the patients, 
the following symptoms were considered to 
be the most reliable indices for gauging the 
effectiveness of the drugs: (1) rectal bleeding, 
(2) pain at defecation, (3) straining at the 
stools, (4) frequency of bowel movements, 
(5) dose and frequency of laxatives, and, (6) 
mucous discharge. In the periodic check-up 
of the patients, the following physical char- 
acteristics were observed to be of significance: 
(1) the “feel” of the rectal wall, whether 


A few remarks should be made about the 
equivocal results and those indicating no 
improvement. Among the cases treated with 
aureomycin, the results in cases 3, 10, 11, 
and 12 were termed equivocal. There is 
some doubt that the results in these cases 
could be classified as good. Each of these 
four patients with relatively old rectal stric- 
tures reported subjective and symptomatic 
improvement. The objective findings, how- 
ever, did not give conclusive evidence of im- 
provement. Before treatment the stricture 
in each of these cases was old and had rela- 
tively large fibrous and relatively small in- 
flammatory components. Such a situation 
made it difficult to demonstrate improve- 
ment. 


CHLORAMPHENICOL CASE SUMMARIES 


Patient and Dose Symptoms Stricture Results 
Case 1. J. D. Rectal Bleeding Annular Good 18 Months 
250 mg. Qid x 21 Narrowed Stools Type 4 BM’s Easier 
6 Months Later Mucus per Rectum Grade 4 No Bleeding 


250 mg. Tid x 7 


Stools Larger in Size = 
Case 2. S. R. Straining with Defecation Annular Good 6 Months ; 
250 mg. Qid x 15 Rectal Bleeding Type 3 No Mucus or Bleeding 
Mucus per Rectum Grade 4 No Straining 
Case 3. A. S. Laxative 2-3 x Week Annular Equivocal 12 Months 
250 mg. Qid x 8 Straining at Stool Type 3 “Seems” to Have Been Helped 
Grade 3 Stools Larger 
Case 4. M. G. Rectal Bleeding Tubular Good 12 Months 
250 mg. Tid x 26 Pain with Defecation Type 3 No Pain with BM 5 
Grade 4 No Bleeding 7 
Case 5. E. H. Straining at Stool Tubular No Improvement 14 Months a 


250 mg. Qid x 7 


Feces per Vagina Since Nov. 50 Type 4 Following Colostomy and After 2 


250 mg. Tid x 7 Colostomy Grade 4 Wks. RX Rectovaginal Fistula 
Rectovaginal was not Demonstrable 
Fistula De- Gradual and Progressive Oblitera- 
monstrable tion of Lumen 
Case 6. J. G. Frequent BM’s Annular Good 18 Months 4 
250 mg. Tid x 35 Narrowed Stools Type 3 No Bleeding q 
250 mg. Qid x 7 Straining at Stools Grade 4 No Straining at Stool 4 
250 mg. Tid x 9 Rectal Bleeding Stools Larger e. 
Case 7. M. F. Pain with Defecation Tubular No Improvement 12 Months ? 
250 mg. Tid x 28 Rectal Bleeding Type 3 No Bleeding : 
Pruritus Ani Grade 2 Fistulae in Ano Persisting : 
Multiple Fistulae 
in Ano 
Case 8. E. W. Straining at Stool Tubular Equivocal 12 Months 
250 mg. Tid x 14 Occasional Laxative Type 4 No Laxative 
250 mg. Bid x 19 Grade 3 No Straining 


TABLE 2 
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Patient and Dose 
Case 1. B. H. 
250 mg. Tid x 16 
250 mg. Tid x 7 
Case 2. C. B. 

250 mg. Tid x 20 


Case 3. E. W. 
250 mg. Qid x 14 


TERRAMYCIN CASE SUMMARIES 


Symptoms 
Rectal Bleeding 


Pain on Defecation 
Laxative 2-3/Week 


Laxative 2-3/Week 
Straining at Stool 


Rectal Bleeding 
Pain on Defecation 


Straining at Stool 


Case 4. L. G. 
250 mg. Qid x 25 


Laxative 2-3/Week 
Rectal Bleeding 
Narrow Stools 


Case 5. L. W. 
250 mg. Qid x 25 


Narrowed Stools 
Rectal Bleeding 
Needs Laxative 


Case 6. M. J. J. 
250 mg. Qid x 25 


Rectal Bleeding 
Ribbon Stools 
Mucus per Rectum 
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Stricture Results 
Tubular Good 8 Months 
Type 4 No Bleeding or Pain 
Grade 4 No Laxative 
Annular Good 10 Months 
Type $ Seldom Uses Laxative 
Grade 3 No Straining 
Tubular Good 7 Months 
Type 4 No Bleeding 
Grade 4 No Straining with BM 
No Pain with BM 

Tubular Good 6 Months 

Ivpe 3 Stools Larger 
Grade 4 No Bleeding 

No Laxative 

Tubular Equivocal 5 Months 
Type 4 Infrequent Rectal Bleeding 
Grade 4 Stools Larger 
Healed Recto- No Laxative 

vaginal Fis- Recurrent Draining from Recto- 

tula vaginal Fistula 
Annular Equivocal 14% Months 
Type 2 No Rectal Bleeding 
Grade 3 No Mucus 


Increase in Size of Stools 


Taste 3 


RESULTS SUMMARIZED 


No 
Good Equivocal Improvement 


Aureomycin 8 4 

Chloramphenicol 4 2 2 

Terramycin 4 2 

Total 16 8 2 
TaBLe 4 


Among the cases treated with chloram- 
phenicol, cases 3 and 8 had relatively old 
rectal strictures with considerable cicatrix 
and relatively little inflammation. Case 5 
had a rectovaginal fistula for which a colos- 
tomy had been performed two weeks before 
chloramphenicol was administered. The rec- 
tovaginal fistula healed two weeks after the 
patient received the drug; however, the oper- 
ation rather than the drug would seem to 
have been the important factor. After a 
year, the rectal stricture gradually and pro- 
gressively produced almost complete oblitera- 
tion of the lumen. Immediately after opera- 
tion, the patient was easily able to wash 
water through the distal colostomy loop and 
past the rectal stricture. However, after six 
months, the patient noted that less and less 
water returned through the colostomy stoma. 


The question is raised, would a larger dose 
and a longer course of chloramphenicol have 
prevented a progression of the rectal stric- 
ture of a non-functioning rectum? In case 7, 
the drug did not cure the fistulae-in-ano 
which will require an operation. 


Two of the cases treated with terramycin 
had equivocal results. In case 5 the patient 
said she had intermittent vaginal drainage, 
although when she appeared for examination 
the rectovaginal fistula was not demonstrable. 
Case 6 was followed for too short a period 
to be classified as a good result even though 
the early response was good. 

Aureomycin caused the following side ef- 
fects: nausea in 4, vomiting in 2, pruritus ani 
in 2, and interference with taste in 1. Chlor- 
amphenicol produced nausea and vomiting 
in 2 cases. Terramycin produced no side 
effects. 

DISCUSSION 


All three drugs, aureomycin, chlorampheni- 
col, and terramycin, produced beneficial re- 
sults. Subjectively, all patients reported 
benefit from whichever drug they used. The 
reliability of a patient’s history might be 
questioned, but it would seem that the pa- 
tient with a rectal stricture, who previously 
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had been subjected to many different drugs, 
should be able to tell which one did the 
most good. A significant benefit obtained 
by all with one exception was the elimination 
of periodic rectal dilatations. In the labora- 
tory studies no remarkable changes have been 
noted thus far in serial titers of the comple- 
ment-fixation reactions. This test has been 
utilized, however, only in some of the later 
chloramphenicol group and in all of the 
terramycin group. The cases in which the 
complement-fixation tests have been used 
have not been followed long enough to draw 
definite conclusions. 

The action of aureomycin, chlorampheni- 
col, and terramycin is directed toward the 
inflammatory component of the rectal stric- 
ture. The drugs have no known effect on 
scar tissue. As demonstrated by biopsy study, 
an inflammatory component of greater or 
less degree is present in most, if not all, rec- 
tal strictures. By reducing the inflammatory 
edema of the rectal stricture, it is thought 
that the drug produces an increase in the 
size of the rectal lumen. In early rectal stric- 
tures with relatively greater inflammatory 
and lesser cicatricial components the drugs 
may be expected to produce better results. 
In old rectal strictures with relatively less 
inflammatory and greater cicatricial compo- 
nents the drugs may be expected to produce 
comparatively less satisfactory results. 


Aureomycin, chloramphenicol, and _terra- 
mycin will not replace surgical intervention 
in certain cases. The results show that the 
drugs were not effective in healing fistulae- 
in-ano and rectovaginal fistulae. The use of 
the drugs is directed towards the reduction 
and elimination of the inflammation thereby 
reducing further cicatricial formation. 


Each case should be individualized with 
regard to the dosage of these drugs. Some 
cases may require re-treatment. The drugs 
were effective in daily doses of 750 mg. or 
one gram in divided doses. The patient will 
usually notice subjective improvement within 
a few days after starting a course of therapy. 
The question of how long the drug should 
be given must be decided by clinical criteria 
of each case. Satisfactory results were ob- 
tained in most cases at this clinic when the 
drug was given for 14 to 21 days. Some of 
the cases were re-treated. It is possible that 
re-treatment might have been avoided had 
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the cases been treated for a longer period of 
time. 

At this clinic, these criteria for adequate 
treatment with the broad spectrum antibi- 
otics are currently employed: 

Patient’s observations: 

(1) Absence of rectal bleeding 

(2) Diminution of straining at stool 


(3) Reduction of pain on defecation 
(4) Absence of mucus discharged from the rectum 


Physician’s observations: 

(1) Smooth gray lined rectal wall and stricture 

(2) Apparent evidence of larger lumen of rectal 
stricture 

Which is the drug of choice to be used 
in the treatment of rectal strictures of lym- 
phogranuloma venereum? All of the drugs 
used have been equally satisfactory from a 
clinical standpoint. A decision may be in- 
fluenced by the incidence of side reactions. 
Terramycin produced no side effects; chlor- 
amphenicol produced nausea and vomiting 
in two cases; aureomycin produced the most 
side reactions. 


SUMMARY 


A report has been made on the clinical re- 
sults of the use of aureomycin, chloram- 
phenicol, and terramycin in the management 
of 26 cases of rectal strictures of lymphogran- 
uloma venereum. The patients treated have 
been followed and observed over a relatively 
long period, some as long as 39 and 40 
months. Improvement of varying degree was 
reported by all. Objective evidence of im- 
provement was observed in most cases. The 
drugs will not replace surgery in certain 
cases. Criteria for determining adequacy of 
treatment have been presented. 


CONCLUSION 


Because an inflammatory element is pres- 
ent in most, if not all, rectal strictures, the 
use of one of the broad spectrum antibiotics 
is indicated in the management of rectal 
strictures from lymphogranuloma venereum. 
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DISCUSSION (Abstract) 


Dr. Edgar Boling, Atlanta, Ga—Lymphogranuloma 
venereum ranks only second to cancer in morbidity, 
disability, and in the extensive gross pathologic changes 
of the tissues involved. Until the introduction of the 
newer antibiotics the treatment of this dread disease 
was viewed with pessimism or utter futility. The “won- 
der drugs” have earned this title in the treatment of 
this disease alone if for no other; and have brought 
hope, optimism, and reduction in both symptoms and 
disability. Dr. Banov was one of the first to recognize 
the value of aureomycin in the treatment of lympho- 
granuloma venereum and reported his experiences to 
the profession. His paper today is a further contribu- 
tion of the continued study of the effect of the new 
antibiotics on this disease. As my experience has been 
limited to the use of chloramphenicol I shall compare 
my results and observations to his with this drug only. 
We have had 24 cases to date and have followed them 
for from 6 to 24 months. We have not graded our 
strictures by type and numerals to determine degree 
so accurately as he has. However, we have no case 
that showed no clinical improvement. I wish to ques- 
tion his classification of two cases labeled “no improve- 
ment” in his series, Case 5 and Case 7 respectively. 

In Case 5 the rectovaginal fistula did close and 
was not demonstrable two weeks after therapy was 
begun. He credited the colostomy for this; but I have 
reported a case of rectovaginal fistula that healed with 
chloramphenicol alone without colostomy, and has 
remained healed for more than a year. In this connec- 
tion Dr. Banov feels that the gradual and progressive 
disease in the size of the lumen at the stricture to al- 
most complete obliteration indicated the drug was 
ineffective, while I feel that the colostomy, with loss 
of dilatation of the fecal stream to the rectal stricture, 
allowed the stricture to become complete. Dr. Rowe 
has mentioned the observation that it is better not to 
divert the fecal stream by colostomy while the in- 
flammatory process is being controlled by the drug. I 
differ with Dr. Banov on one point and that is on 
rectal dilatation of the stricture. I believe that while 
the drug is controlling the inflammatory reaction 
gentle dilatation must be maintained either by digital 
examination, a tallow candle which the patient can use, 
or in many cases a simple bulk laxative. We use 
dilatation after anorectal surgery until wound healing 
is complete. Why should we not employ dilatation 
while controlling an inflammatory process that will 
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certainly leave unyielding fibrous proliferation and 
stricture formation unless it is impeded? 


In Case 7 of his series he reports no improvement 
after the use of chloramphenicol, although he says 
that the patient had less straining of the stool, no 
bleeding and took less mineral oil than before treat- 
ment. He based his opinion of no improvement on the 
fact that the fistula in ano persisted. I wonder whether 
infection in this case had been adequately controlled, 
and surgery for the fistula might have resulted in a 
permanent cure. I certainly agree with Dr. Banov 
that none of these drugs will replace surgery, but 
rather, will permit subsequent surgery. An operation 
before the use of these drugs was certainly hazardous 
and often useless. We have a case of which we are 
very proud because the patient is happy now a year 
postoperatively. Chloramphenicol controlled the in- 
flammatory element of the disease but did not re- 
lieve an almost complete stricture of long duration 
that had caused years of invalidism. We were able, 
however, by the use of chloramphenicol pre- and post- 
operatively to remove the rectum and stricture and 
do a pull-through procedure. This would have been 
impossible or certainly futile before the use of the 
antibiotics because the disease recurred constantly. 

Dr. Banov has added evidence that all three of these 
broad spectrum antibiotics are effective in lympho- 
granuloma venereum. 


It is quite natural that a comparison between the 
three agents should begin and this should be based 
upon the relative effectiveness of the drug as com- 
pared to the incidence of side reactions. While terra- 
mycin produced no side effects in the six cases Dr. 
Banov reported, frequent nausea, vomiting, diarrhea, 
proctitis ani and even an ulcerated proctitis have oc- 
curred after the use of this drug, and this is well 
established by various observers. I am surprised that 
he noted two cases of nausea and vomiting after the 
use of chloramphenicol in his eight-case series. In 
none of 24 cases of lymphogranuloma venereum in 
which we used chloramphenicol was nausea or vomit- 
ing enough to stop the drug orally. We have already 
reported 270 cases in which chloramphenicol was used 
for various types of infection and we observed no 
diarrhea, no proctitis, no pruritus ani, no pruritus 
vulvae, and no nausea or vomiting that could be def- 
initely contributed to the medication: that is to say, 
where no nausea or vomiting was present before ther- 
apy but was produced after the beginning of the drug. 
The observation that aureomycin produced the most 
side reactions of the three antibiotics is concurred in 
by our experience. While it is my opinion that chlor- 
amphenicol is the best tolerated drug of the three, I 
shall not pass over without comment the association of 
this drug with reported cases of aplastic anemia. We 
have not encountered this complication in more than 
500 cases. From review of the literature it is estimated 
to have an incidence of somewhere between one in 
40,000 to one in 100,000 cases. Any potent drug must 
be properly administered and controlled, and all of 
these drugs have some calculated risk. The effective- 
ness of all three drugs in this disease, in lymphogranu- 
loma venereum, is well worth the risk, and only time 
and continued observation with unbiased comparisons 
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of our results will finally lead to the drug of choice 
for this disease as well as all others. 


Dr. Banov (closing)—In Case 5 of the chloramphe- 
nicol group, the drug was given for only two weeks, not 
with the expectation of producing a cure but to observe 
its effect upon a rectal stricture in a colostomized 
patient. I realize that it is debatable whether the drug 
or the colostomy played the greater role in healing 
the rectovaginal fistula. The nausea and vomiting in 
the two cases of the chloramphenicol group were not 
severe enough to warrant stopping the drug. The 
treatment of rectal strictures of lymphogranuloma ve- 
nereum with the newer antibiotics has been satisfactory 
and there has been no cause for regret that we have 
not routinely done periodic digital dilatations. There 
has been no reluctance to re-treat these rectal stric- 
tures when the inflammatory process seemed to flare 


up. 


AN EXPERIMENT IN INDUSTRIAL 
FOOT HEALTH* 


By Mac Roy Gasgug, M.D. 
and 
GeorcE F. Hott, D.S.C. 
Pisgah Forest, North Carolina 


It is the business of every industrial phy- 
sician to regularly review the medical prob- 
lems of his industry. From my contacts with 
industrial workers I soon came to realize that 
disorders of the feet constituted an important 
medical problem of the industry with which 
I am associated. These problems of the feet 
are important in frequency, in kind, and in 
degree. 

In attempting to solve these problems I 
suspect that my attitude was not unlike that 
of most physicians. Except in important dis- 
abling and usually acute situations I was 
simply unable to muster sufficient interest in, 
or to devote much time to, chronic foot com- 
plaints; and perhaps most pertinent of all, the 
pressing matters of much of my varied daily 
routine did not allow me to sit down and 
painstakingly study and treat these cases. 
Nevertheless, our foot problems persisted, and 
so I sought a consultant to come in on a 
part time basis to help me. Among the medi- 
cal profession in our community no such con- 
sultant was available. At about this time the 
co-author of this paper came to my office for 
the purpose of discussing industrial foot 


*Read in Section on Industrial Medicine and Surgery, South- 
ern Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 
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health problems. This casual interview turned 
out to be the first step in the development 
of our foot health clinic. 

At the outset of my association with the co- 
author I was beset with many misgivings. 
Until this time my attitude toward men in 
the fringe fields of the healing arts was one of 
suspicion, distrust, and, at times, frank dis- 
respect. I knew of the cultists who went about 
their therapy using such tools as faith 
adjustments and manipulation of joints, the 
whammy, or the double-whammy, and so on. 
In my mind I had carelessly included chi- 
ropodists in this group. In this connection I 
had a great deal to learn, because it was not 
long before I found that the system of thera- 
peutics used by chiropodists follows the same 
general pattern as that used by competent 
medical men. I found that it is based on the 
study and understanding of normal and ab- 
normal anatomy, histo- and gross pathology, 
physiology, pharmacology, and in fact all the 
usual basic sciences. I am aware that all chi- 
ropodists do not practice in this manner. In 
our state the so-called “Grandfather Act” li- 
censes many chiropodists who still practice a 
sort of mumbo-jumbo in beauty parlors, or 
the back of shoe stores. These unprofessional 
methods of practicing chiropody are gradu- 
ally being corrected. Modern schools of chi- 
ropody are now turning out well-trained 
young men. I have found their ethical con- 
cepts to be high. 

The practice of medicine has not always 
been accepted or respected. The historians 
of our profession suggest that physicians at 
one time regularly practiced in and out of 
barber shops and the standing and prestige of 
these physicians was consistent with the barber 
shop setting. 

As long as chiropodists, dentists, and other 
groups engage in the healing arts follow sci- 
entific and ethical methods, I feel it is en- 
tirely fitting that medical men support them. 
Certainly we should not oppose them. 


THE NEED FOR A PROGRAM OF FOOT HEALTH 


The presence and extent of foot disability 
among industrial groups will become appar- 
ent to the industrial physician who, in his 
routine contacts with employees, gives this 
matter his attention. The superficial nature 
of much of the attention given to feet fre- 
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quently may allow mild or incipient foot dis- 
ability to go unnoticed. 

Painful and partial disabling problems of 
the feet are not peculiar to industry. They 
are rather problems peculiar to the general 
population. There are no unusual working 
conditions in the industry with which I am 
associated that give rise to foot problems. 
However, our employees are part of the gen- 
eral population, and as such they represent 
a group of genuine foot health problems. 


The most common foot difficulties are 
frequently relegated to a position of disinter- 
est or unimportance. The industrial phy- 
sician, having many major problems on his 
mind, may find it difficult to devote time to 
foot problems which may frequently appear 
minor in nature. The man with the painful 
fifth toe corn does not feel that this problem 
is minor; to him it is a major concern. Indus- 
trial physicians have long ago accepted the 
idea that the chronic patient, the patient with 
a chronic headache, toothache, or stomach 
disorder, is usually not a good worker. He 
works with reduced efficiency, and he may 
be accident-prone or careless as a result of 
the attention he devotes to his painful chronic 
ailment. As a chiropodist and, of course, with 
special interest in this problem, I feel that 
there are many more chronic foot sufferers 
than are suspected. The best available esti- 
mates indicate that over 50 per cent of the 
general population suffers from foot disability 
to a greater or lesser degree. Because of the 
prevalence of foot disorders in the general 
population and in the industrial labor mass, 
and because of the devastating effects this 
constant suffering must inevitably have on the 
employee as an individual, there can be little 
doubt that there is a distinct need for a well 
rounded program of foot health. 


AIMS OF A FOOT HEALTH PROGRAM 


The large single aim of our foot health 
program is to increase the general standards 
of foot health of all employees of our indus- 
try. In accomplishing this aim we feel that 
certain secondary gains will automatically ac- 
crue to our industry. Some of these secondary 
gains are listed below: 

(1) Decreased Accident Rate.—That por- 
tion of accidents due to a lack of worker 
attention should definitely be reduced. A 
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sore, aching foot can be classed as a distrac- 
tion, and as such it can be responsible for 
those accidents traceable to decreased worker 
attention. 


(2) Decreased Absenteeism.—While an en- 
tire day’s work may be lost due to foot dis- 
ability this program is concerned primarily 
with fractional absenteeism. The worker who 
makes extra trips to the “coke” machine or to 
the locker room is many times answering the 
the demands of a tender corn rather than the 
demands of nature. 


(3) Decreased Labor Turnover.—The foot 
sufferer whose work requires standing hour 
after hour will sooner or later begin to associ- 
ate his pain with his job. The next logical 
step is to change his job to accommodate the 
foot condition. Unless these employees are 
salvaged by proper foot care, such a situation 
can lead to expensive labor turnover. 

(4) Improved Labor Relations——The foot 
sufferer who is given relief is a grateful pa- 
tient. He is impressed with management's 
concern for what he considers his personal 
problem. This concern can be a factor in 
the improvement of labor relations. 

(5) Increased Production and Efficiency. — 
Industrial workers can be expected to be 
more effective when their foot problems are 
corrected. 

In addition to the points listed above, a 
foot health program can have certain other 
aims and functions. The manifestation of 
systemic diseases can, and frequently does, 
first localize in the feet. A chiropodist alert 
to these diagnostic opportunities can assist in 
the early identification of systemic diseases, 
so that control and treatment through conven- 
tional medical channels can thereby be insti- 
tuted earlier. 

A foot health program can also be valuable 
in matters relating to proper personnel place- 
ment. Those foot conditions which limit the 
work of the individual can be called to the 
attention of the personnel section so that each 
involved employee can be intelligently placed 
and thereby used to his maximum capacity. 

Each employee passing through a foot health 
clinic is encouraged to visit the safety shoe 
department. In this way a program of foot 
health can be a helpful impetus to a safety 
shoe program. 
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THE ORGANIZATION OF A FOOT HEALTH PROGRAM 


Every program of industrial foot health 
must be flexible enough to meet the individ- 
ual needs of the medical director. Within the 
framework of such flexibility, however, the 
program in industry should be made up of 
four basic features which are discussed below: 

Examination.—An important objective of 
our program is to examine the feet of every 
employee in our industry. This examination 
is for the purpose of detecting existing foot 
disorders and, of perhaps even greater impor- 
tance, to seek out those cases of incipient foot 
disorders that might be prevented by early 
treatment, as in the case of an early bunion 
or a compression neuralgia of a branch of the 
lateral plantar nerve, sometimes called Mor- 
ton’s neuralgia. Obviously, the sheer admin- 
istrative weight of examining all employees 
becomes prohibitive, so this program of ex- 
amination must be implemented gradually 
and with as little interruption of medical de- 
partment and production routine as possible. 
To accomplish this, our program of examina- 
tion included only those employees seen in 
the foot clinic, in pre-employment physical 
examinations, and in periodic physical exami- 
nations. At the end of one year of such rou- 
tine examinations we found that only a small 
group of employees remained to be examined 
from the point of view of foot health. 


~— Education.—The educational phase of our 
industrial foot health program is directed at 
employees of all levels. Its aim is to impress 
them with the importance of having healthy 
feet and with what they, as individuals, can 
do to achieve good foot health. The usual 
methods of disseminating information are uti- 
lized. They are: company news organs, bulle- 
tin board campaigns, payroll envelope en- 
closures, and so on. Medical department staff 
personnel can be extremely helpful in spread- 
ing the gospel of good foot health. Trained 
and alert safety shoe salesmen and fitters occa- 
sionally are strategic in disseminating foot 
health information as it relates to our pro- 
gram. 


Treatment.—The treatment phase of our 


program is provided as a function of our foot 
health clinic. Treatment is offered to those 
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employees who are in need of it. Routine 
examinations and foot care are provided for 
all employees with (a) occlusive vascular dis- 
eases and with (b) diabetes. 


Prevention.—The ultimate aim of all phases 
of a foot health program should be the pre- 
vention of foot disability. Examination, edu- 
cation, and treatment are all motivated by 
this principle. Other efforts directed toward 
prevention can include: 

(1) Routine inspection of working condi- 
tions from the point of view of foot health. 
This inspection may be routine or it may be 
prompted by an unusual influx of patients 
from a department or an area. Recommen- 
dations for changes in design, changes in 
working conditions, and so on, are made 
through the medical director. Routine inspec- 
tion of locker and shower room facilities from 
the hygiene point of view are also preventive 
devices. 

(2) A well publicized and aggressive safety 
shoe program. Such a program offers a means 
of getting the individual employee into suit- 
able footgear fitted by personnel trained un- 
der the foot health section of the medical 
department. 

(3) The proper fitting of all shoes, regard- 
less of their safety features. This is one of 
the greatest single factors in the prevention 
of foot disorders. The use of so-called “‘safe- 
ty” shoes is encouraged, but the benefits inci- 
dental to properly fitted, heavy duty footgear 
far outweigh the benefits of the safety shoe. 

It is the duty of the staff chiropodist, work- 
ing under the direct supervision of the medi- 
cal director and in accordance with the gen- 
eral policies of the medical department, to ad- 
minister this foot health program. 

The equipment needed for a foot health 
clinic is minimal, inasmuch as the greatest 
part of it usually is already available in the 
average medical department. In our medical 
center one of the regular examination rooms 
is set aside for use as a foot clinic during the 
hours that the chiropodist is present. One of 
our examination tables serves quite adequate- 
ly as a chair for patients. Other items of 
equipment such as instruments, trays, and so 
on, are all available. Three straight chairs 
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are kept in the clinic to speed the processing 
of patients. In this way patients are being 
prepared while others are being treated, and 
the chiropodist can move from one patient 
to the next with a minimum of lost time. 
Expendable supplies, such as adhesive tape, 
felt, and items peculiar to chiropody treat- 
ment, are requisitioned through the usual 
medical department channels. Instruments 
and other items of personal equipment are 
supplied by the chiropodist. The cost of such 
a program is borne wholly by the industry 
and includes the following items: (1) monthly 
salary for chiropodist; (2) cost of expendable 
supplies; and (3) incidental administrative 
costs. 

No cost is assigned to the use of a clerical 
or medical assistant to the chiropodist as these 
duties are assumed by the already available 
medical department personnel. 


CLINIC ACTIVITY 


The material covered in this paper involves 
a twelve-month period of clinic activity. For 
the purposes of this report certain statistical 
devices have been used which should be 
clarified. It will be noted that the first part 
of the report deals with the number of di- 
agnoses rather than the number of patients. 
This is done for the purpose of greater accu- 
racy, inasmuch as a multiple diagnosis is the 
rule rather than the exception in our clinic. 
The severity of each diagnostic entity has 
been rated on the basis of class one, two, three, 
and four. In the case of a fungus infection, 
for example, class one would present mild 
scaling, little or no itching and no fissures. 
Class four would present multiple vesicles, 
deep, bleeding fissures, secondary infection, 
and practical inability to walk and function 
normally. We are not unaware of the in- 
herent weaknesses in such a rating scale, but 
for lack of a better statistical method we have 
used the one described above. Every effort 
has been made to be objective and it is felt 
that the errors that inevitably exist in classi- 
fication will be to a large extent offsetting. 
The statistics in Table 1 represent activity 
in our foot health clinic for the year ending 
October 1, 1952. 


Since our management is particular about 
the way its money is spent, it undertook its 
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own independent survey to evaluate our foot 
health program. Fifty-three members of one 
department were sent to the foot clinic. These 
were not individuals complaining of foot 
trouble; they were just 53 employees who 
were sent to the clinic by management with 
no prior knowledge of the status of foot 
health of the individuals involved. After a 
period of treatment these 53 individuals were 
questioned concerning their experience in the 
foot health clinic. The results of this survey 
were reported by management as follows: 
number sent to foot health clinic, 53; number 
helped, 46; and number not helped, 7. 

Many of the persons questioned volunteered 
warm expressions of gratitude for the bene- 
fits they had received in the clinic. The above 
results imply a rather high incidence of foot 
problems in this unselected (from the stand- 
point of foot health) group. 


CONCLUSION 


An industrial foot health program such as 
is described in this paper appears to have 
value to industry in terms of increased com- 
fort, adjustment, and productivity among in- 
dustrial workers. 


FIFTEEN MOST PREVALENT CONDITIONS—ORDER OF 


OCCURRENCE 

Plantar lesions associated with fifth metatarsal head .....101 
Fungus infections.......... . 99 
Longitudinal arch complaint 65 
Plantar lesions associated with second, third, fourth 

metatarsal heads ......... . 46 
Tailor’s bunion (fifth metatarso- joint). 
Pinch callus, ball of great toe medially... ..... - 
Heel complaint (miscellaneous) 
Plantar lesions associated with first metatarsal Se 
Calloused nail groove....... 


CLINICAL RESULTS, ANALYSIS 


During the period under consideration, 485 employees made 
1805 visits to the foot health clinic. Among these employees, 
873 separate diagnoses were made. 


SEVERITY RATING 


Before Treatment After Treatment Improvement 
Per diagnosis 2.46 64 1.82 
Per employee 4.41 1.16 3.25 
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MEDICAL EMERGENCIES IN 
GENERAL PRACTICE* 


By Joun R. Benner, M.D. 
Winston-Salem, North Carolina 


Familiar to us all is the shrill sound of the 
siren, the frightening scream of a child, the 
anxious voice of a father, the choking sob 
of a mother or the impatient ring of the tele- 
phone. Each of these sounds, distinct as they 
are, has the common factor of stimulating 
within us a vibratory emotion, which dis- 
tinguishes those noises from the common 
noises in the world around us, and carries 
with it an appeal to alert ourselves for a call to 
duty and to action. Without a word or expres- 
sion of excitement, we immediately become 
incited by the sense of an emergency and we 
are motivated accordingly. When a true emer- 
gency arises, we should not falter in our duties 
by lingering on the telephone in needless 
conversation in a hope that someone else will 
answer the call, and have the emergency under 
control at the time of our arrival. I would 
not be fair to myself or true to you if I did 
not say that I am one of the worst of these 
professional procrastinators in cases of high- 
way accidents and emergencies and from my 
experience, I can interpret your emotions and 
professional reactions under like circum- 
stances. After four years of practice on a 
main highway near a dangerous intersection 
in a rural community several miles from town, 
my experience with automobile accidents and 
highway emergencies gives me a_ back- 
ground for understanding the problems which 
confront the rural physician; therefore, my 
remarks this afternoon will be addressed pri- 
marily to you physicians who do rural practice 
or a general practice outside a hospital or 
clinic. No two of us will attach a like sig- 
nificance to the same case; however the emer- 
gency call has a like meaning to all of us, 
namely: a situation which demands action 
toward its amelioration and an urgency for 
its treatment. 

Any discussion of a medical emergency 
would be incomplete and of little value with- 
out a comprehensive coverage of the manage- 
ment of the case when it occurs. But in the 
allotted time for this paper, I shall be unable 


*Read in Section on General Practice, Southern Medical As- 
sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 
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to do more than list those emergencies which 
you gentlemen see in your daily practice. 
With the premise that accidents and injuries 
constitute emergencies for all of us at one 
time or another, the conclusion is obvious 
that the treatment necessary will depend upon 
the nature of the injury and the condition of 
the patient. If the injury is minor, it may be 
that adequate treatment can be carried out at 
the scene of the accident or in the physician’s 
office. The importance of the situation from 
the standpoint of therapy is proper diag- 
nosis and the physician’s judgment in its man- 
agement. We should never forget that in- 
juries that seem minor are aleatory and 
should never be taken lightly or treated super- 
ficially. I feel we cannot be told too often 
about the common pitfalls of which we are 
all aware, and about the errors which we are 
committing, which vitally affect the lives or 
occupations of our patients. It goes without 
saying that the best treatment for emergencies 
that occur in our practice is prevention and 
no one person or group of persons is in a 
better position to teach the prevention of 
accidents than the general practitioner. Some- 
times a rebuke, a warning, or a word of cau- 
tion spoken in sincerity and with personal 
interest may be just the difference between 
health and illness, or life and death. 

Since this panacea cannot be, I shall hasten 
into my subject to emphasize and briefly dis- 
cuss a few of the emergencies which I en- 
counter in my practice and which most tax 
my mental faculties and exhaust my diagnos- 
tic acumen. On the spot diagnosis, treatment 
and management of these emergencies offer 
the general practitioner his great chance and 
professional obligation to prove to himself and 
to others, that he is the indispensable good 
Samaritan in medicine, who can mend the 
wounds and care for the lives of others. This 
on the spot administration makes good public 
relations for the profession, as well as a good 
story for the newspaper. But far more im- 
portant than the public relations, is the effect 
that our treatment will have upon the person 
or persons involved. A split-second decision 
based on experience and intuition may save 
a life or prevent permanent injury. These 
intuitions and reactions may be far more 
valuable to the welfare of the patient at the 
time of their administration than all the di- 
agnostic components or hospital facilities a 
short time later. These facilities are indis- 
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pensable adjuncts in future management of 
the case; however, valuable time may be lost 
or a life needlessly sacrificed if the physician 
fails to render service until he has used all 
the diagnostic means to substantiate his im- 
pressions. The patient’s color may be far 
more indicative of the seriousness of the case 
than blood pressure recordings, or x-ray films, 
or the electrocardiogram. In all acute medical 
emergencies, the physician in charge, either 
specialist or general practitioner, should freely 
call upon his colleagues for judgment and pro- 
fessional guidance and the patient should be 
given treatment commensurate with his con- 
dition. There is no place in medicine for 
greed or jealousy when caring for an emer- 
gency. The unconscious patient is always an 
emergency and should be considered as such. 
We realize, of course, there are gradations of 
coma just as there are gradations of treatment 
and the physician who sees the patient for the 
first time will be perplexed in making a bed- 
side or roadside diagnosis. His professional 
knowledge and his diagnostic acumen must 
give him the wisdom and the courage to put 
first things first and treat the case with the 
facilities available. The clinical laboratory 
is not by the roadside or in the patient’s home 
or at the jail and that is where most of these 
emergencies are first seen. Therefore, we phy- 
sicians have to test our wisdom in pursuing 
with sagacity and poise the course which we 
believe to be most expedient. The true and 
seasoned physician has with him at all times 
man’s greatest diagnostic instrument, his own 
God-given senses and that indescribable and 
intangible something we refer to as intuition. 
And these ever present diagnostic tools used 
properly and their findings carefully evalu- 
ated will often give the correct diagnosis with- 
out the laboratory or the x-ray. A physician 
as he enters the home can frequently deter- 
mine by the behavior of the family or the atti- 
tude or remarks of bystanders, whether the 
case is one of organic illness or one of a 
functional nature. Before the doctor sees the 
patient, he may be able to dispel fear or re- 
lieve anxiety with expedience and aplomb, 
and the condition which may have been con- 
sidered a serious malady, may well prove to be 
nothing more than a hysterical manifestation. 
However, the unconscious patient, organic or 
functional, presents a picture of disease, in- 
jury or poisoning and it is the physician's duty 
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to distinguish between these conditions and if 
possible, ascertain the cause. Blood chemical 
studies will differentiate or corroborate the 
diagnosis in the majority of cases. And a 
physician is unwise if he does not use these 
in uncertain cases. 


I can do no more than mention a few of 
the more frequent conditions of unconscious- 
ness the general practitioner sees. Perhaps 
the first of these is the diabetic patient in aci- 
dotic coma or an insulin reaction. These con- 
ditions cause more clinical embarrassment per- 
haps to the general practitioner than does any 
other group of comatose patients. No doubt 
it is the general practitioner who sees the ma- 
jority of diabetic patients and it is essential 
to keep in mind at all times the fact that the 
diabetic is subject to any or all diseases that 
may befall the normal non-diabetic person. A 
simple coryza may endanger the diabetic’s life 
unless its importance in reducing carbohy- 
drate tolerance is understood and appreciated. 
The diabetic who is taking insulin will cer- 
tainly require an increased dosage or a dietary 
reduction or both. Any diabetic who has been 
stabilized and has maintained a sugar free 
urine, who suddenly begins to show a glyco- 
suria without an explainable exogenous cause, 
should cause the physician to suspect an in- 
fection regardless of his temperature or blood 
count. Diabetic men and boys seem to have 
an affinity for social rancor and their coma 
is at times hard to evaluate. 

I recall my embarrassment a few months ago, while 
on the medical service at our hospital when a well 
known visitor of the medical diabetic clinic entered 
the emergency room about 1 a.m. in an unconscious 
condition. He carried his clinic card which read, “I am 
a diabetic.” His breath was foul and what we now 
know to have been the odor of beer, wine and other 
alcoholic mixtures was mistaken at the time for acetone, 
and immediate treatment for diabetic acidosis was in- 
stituted. His coma deepened and I must admit that 
after the patient was examined, a large hematoma 
was found over the right occipital area, which led 
us to suspect the real cause of his unconsciousness. 
Thorough investigation proved that his coma was not 
a result of hypo- or hyperglycemia but of a fracas 
with an irate girl friend. 

This embarrassing incident and mistaken 
diagnosis occurred in a well equipped teach- 
ing hospital in the presence of an efficient 
emergency room nurse and intern and resident 
of the medical service, and by a physician who 
has always been conscious of the trickery of 
diabetes. I ask your forgiveness in reporting 
it here; however, I suppose some of you have 
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made a like mistake under similar circum- 
stances. Had I been called to the scene of 
the accident, the street corner cafe instead of 
the emergency room of the hospital, I believe 
my diagnostic impression would have been 
different, and emergency treatment changed. 
The fact remains that we were led astray by 
a knowledge of the patient’s past instead of 
getting his present history, and by failing to 
do an adequate physical examination. We are 
guilty, therefore, of professional neglect when 
we fail to utilize our physical senses and our 
professional intelligence and carefully evalu- 
ate the unconscious patient, regardless of the 
surroundings or the clinical circumstances. 
When we first see the unconscious patient, it 
is important to ask such questions as, “Has 
this patient been ill? And for how long? Has 
he been hurt? Has he been taking drugs? Is 
he an alcoholic? Is he known to have convul- 
sions (or in plainer language, fits)? Are there 
peculiarities of temperament, mood, depres- 
sion, hallucinations, wanderings, etc.?” 


These are personal questions, to be sure, but 
what is more important than the patient's life 
and who is more at liberty to be personal 
under such circumstances than the physician 
who has been called on the case? Those of 
us who do general practice can recall mistaken 
diagnoses which were hazardous as a result 
of not securing the important facts and prop- 
erly using our physical senses. These mistakes 
are hardly a result of not knowing, but of not 
doing, errors of omission rather than com- 
mission. But we can hardly expect divine for- 
giveness when our mortality rate is the re- 
sult of professional indifference or neglect. 
1 have already stressed the importance of a 
careful history and this should never be omit- 
ted. The unconscious patient, may be a stran- 
ger to the jailer, the tavern keeper or the bar- 
tender, presents signs and symptoms which 
speak a language to which the physician 
should listen and which he should interpret 
in terms of pathology and treatment. 


Notice the color of the face. Is it florid 
or is it pale? Is the skin dry and dehydrated 
or is it moist and sticky? Does he feel hot 
and dry or cool and clammy? Is his respiration 
shallow, or deep and forceful? A forceful reg- 
ular respiration of the Kausmall type is char- 
acteristic of diabetic acidosis. Is there apnea 
and a shallow, infrequent, irregular respira- 
tory rate indicating involvement of the res- 
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piratory center, an underlying warning of 
central nervous system pathology, the cause 
of which may be vascular, toxic, infectious, 
or neoplastic? Are the reflexes bilaterally 
equal and normal or are they pathological? 
Are the pupils fixed, small and pinpoint, or 
are they widely dilated? Do they react to light 
and accommodation? Is there an inequality 
of size? Is the pulse rate normal, steady, ac- 
celerated, or irregular? Is the pulse volume 
good or imperceptible? Is the breath fruity, 
acidotic, alcoholic, or uriniforous? These find- 
ings are all objective. They are quickly de- 
termined with a minimum of clinical equip- 
ment, perhaps no more than a flashlight, a 
tongue blade and a percussion hammer. But 
they are important findings which if properly 
interpreted will aid any general practitioner 
toward a correct diagnosis, which is the cita- 
del of clinical excellence. The behavior of 
the patient, his movement or his position is 
another clinical indicator to which we should 
pay strict attention. In all cursory examina- 
tions, we should determine as nearly as pos- 
sible whether the patient is injured, the ex- 
tent of his injuries, the location and relation 
of injury to the vital structure, such as the 
brain, spinal cord, lungs, heart, great vessels 
or the abdominal viscera. Is he in a state of 
vascular collapse or is it one of shock, the re- 
sult of massive hemorrhage or due perhaps to 
an unpleasant experience, or psychic trauma, 
such as the sight of blood? A differential diag- 
nosis is most important and will require little 
more than a cursory examination if a few 
salient points of history can be obtained. 
Neurogenic shock is reversible and of no spe- 
cial concern other than its distinction from 
the more serious condition of vascular col- 
lapse which requires immediate and accurate 
therapy. It is imperative that the physician 
who attends these shock victims know what 
not to do as well as what to do for these 
emergencies. 

Methods of combating and treating shock 
as taught during my medical school days are 
now considered to be ineffective and perhaps 
harmful. Trendelenberg’s position, a must at 
the first evidence of shock then, is now felt to 
be unwise as it has been shown to deepen the 
state of shock. Morphine is known to have 
a depressing effect upon the respiratory system 
and should its use be necessary in severe pain, 
for example a fractured rib, it should be given 
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in very small dosage and perhaps intrave- 
nously in order that its effects may be im- 
mediate and a smaller amount required. 


The application of heat above ordinary 
room temperature is ill advised except in ex- 
posure where the body temperature is sub- 
normal. Excessive and long standing heat 
leads to vascular dilatation and a loss of fluid 
from the body by perspiration, both of which 
will augment the shock stage. Proper medical 
and surgical management of the comatose 
patient will depend upon the individual case 
and mismanagement is unfair to the patient 
when it is due to a lack of knowledge of the 
seriousness of the case or the lack of profes- 
sional interest. However, it is a more serious 
mistake to misjudge our enthusiasm for the 
patient’s well being and attempt to carry out 
operative procedures when the patient is in 
a state of profound shock or collapse. 


Volumes have been written by the world’s 
most outstanding clinicians on different med- 
ical emergencies, not the least of these being 
cardiac emergency. Anything upon this sub- 
ject which I might say here would be a re- 
flection upon your mature intellect and an 
inadequate resumé of scholarly writings. I 
do not wish to minimize the seriousness of 
pain in the chest for I do feel that all cardiac 
conditions should be considered as potential 
emergencies. All unexplainable pain which 
has reference to the heart should be consid- 
ered as cardiac until proven otherwise. And 
with a respectful attitude towards such tho- 
racic and intrathoracic and intra-abdominal 
pain, I admit that the majority of the patients 
I see with any of these symptoms are them- 
selves victims of cardiac neurosis. We all have 
such patients on our hands whom we attempt 
to treat and I use the words “attempt to treat” 
advisedly because I agree with Alvarez who 
said, “Once a cardiac neurosis is established, 
it is the hardest of all neuroses to get rid of.” 
Few of my patients can understand such medi- 
cal terminology as cardiac neurosis, hypersen- 
sitive circulatory mechanism, neurocirculatory 
asthenia, functional cardiac murmurs, etc. For 
its psychic qualities, therefore, I have to use 
such terms as “heart disease of the imagina- 
tion,” or at times the expression, “A neigh- 
borhood excitation factor” or perhaps better 
still, “Heart disease of convenience.” Many 
times this causes a rash resentment in the pa- 
tient who has been receiving sympathy and 
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attracting attention as a cardiac invalid for a 
period of months or years, and who has to be 
helped in and out of bed, and up and down 
steps when she feels that it is to her advan- 
tage, as an act for her own self-satisfaction. 


The emergency nature of the frantic call, 
“Come quick, So and So is dying or has a 
severe heart attack,” loses its significance, once 
you see these cardiac neurotics and observe 
their cunning expressions of self-pity and 
analyze their neurotic manifestations. A 
clearly stated diagnosis of cardiac neurosis will 
frequently change this neurotic individual 
from a patient who is too sick to get a deep 
breath and too weak to speak above a whisper, 
into one who can be heard above the entire 
household to the consternation of the family. 
Then in frantic pity for herself, she begins 
the old familiar cry, “Nobody believes I am 
sick. I know I am sick. They don’t know my 
feelings.” These and many other such ludi- 
crous tantrums will clinch your diagnosis, and 
send her to another physician who will find a 
biphasic T wave, a prolonged QRS complex, 
a notch or some other electrocardiographic 
artefact. More clinical evidence for the neu- 
rotic’s self-glorification. These individuals 
are sick and they are an emergency by the 
very nature of our definition, namely, “An 
unforeseen or an unpredictable occurrence 
which requires attention and treatment.” 
They deserve our best therapeutic insight, 
and their family needs our most judicious 
counsel and warning, because these neurotics 
can develop organic heart disease. The num- 
ber of organic conditions which mimic and at 
times present a picture of a typical “heart at- 
tack” are too numerous to mention. All 
of these conditions should be thought ol 
whenever heart disease is suspected, and 
by proper differentiation, the presence of 
heart disease should be ruled out rather 
than brought in. Perhaps the most fre- 
quent of these conditions and the most trou- 
blesome for a bedside diagnosis, are the 
arthritic aches in the thoracic and abdominal 
walls. It is unfortunate that these aches and 
pains are not given due diagnostic considera- 
tion before the patient has had various di- 
agnostic tests with misguided instructions, 
which cause them to go the rounds from one 
physician to another and from clinics to hos- 
pitals and back by way of chiropractors and 
faith healers until some physician takes enough 
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time to get a history. Not necessarily a long 
history, but one which notes that the aches 
and pains become worse when sitting or lying 
around; that the patient “warmed up or lim- 
bered up” before he felt better. This history 
is pathognomonic but as a result of our own 
shortcomings it is rarely obtained before the 
patient becomes an invalid. I say this through 
no sense of disrespect but in admonition of 
mistakes which I have made in the past and 
which I shall continue to make. But in retro- 
spect, I must say if I had kept a list of con- 
ditions capable of producing aches and pains 
which mimic heart disease in the back of my 
mind for ready diagnostic reference, and had 
relied more on the patient’s story and less on 
the laboratory report or diagnostic gadgets, 
my embarrassment would have been less while 
the consultant talked with the family. 


Most of the emergencies arising within the 
abdomen are surgical in nature; a majority 
can be diagnosed at the bedside if enough 
time is taken to get an accurate history. Ob- 
serve the patient carefully and examine him 
thoroughly. Then correlate what you see, and 
what you feel with what you have been told. 
To examine superficially, to inspect carelessly 
and to prescribe hurriedly will save a few 
moments time, but this is indeed a sorry sub- 
stitute for a correct diagnosis. We cannot 
expect to treat correctly if we do not diagnose 
correctly, and just as it would be therapeutic 
murder to give additional insulin to a patient 
in hypoglycemic shock, it would likewise be 
deleterious surgically to explore the abdomen 
of one with a coronary thrombosis or treat a 
perforated viscus as a cardiac emergency. In 
the knowledge of the physician may be found 
the hope of life or the sting of death. A ju- 
dicious decision is to be favored above riches 
or pearls of great price. 


DISCUSSION (Abstract) 


Dr. W. H. Anderson, Booneville, Miss—We used 
to think of injuries as occurring in industrial centers 
but this is no longer true: the home, the field and 
the highway are the sites now for accidental emer- 
gencies. The country practitioner is in the first line of 
battle. 

Coronary occlusion, acute pulmonary edema and 
perforation of the intestines or stomach from ulcer, 
like the poor, we have with us always. Ease and oxy- 
gen do a lot for these unfortunate ones. 

The child crying from earache should not be over- 
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looked by the country practitioner, even in the middle 
of the night. Relief from pain, plenty of penicillin 
and sulfa will oftentimes prevent a perforation of the 
ear drum. 


The same applies to a throbbing tooth that is about 
to become an abscess, or a boil that rarely needs to 
be operated upon nowadays. 


Dr. Richard A. Mills, Fort Lauderdale, Fla—A med- 
ical emergency comes to my mind that I think all of 
us see very often, and I think it is still poorly treated 
although the treatment has been improved considera- 
bly: that is, the emergency treatment of acute bron- 
chial asthma that we all see. As we walk in to see the 
patient, we must immediately rule out acute cardiac 
failure, or left ventricular failure. Diagnosis must be 
made within a few minutes normally, and most of us 
have no trouble with that, particularly if we know the 
patient. We rule out heart disease, but I believe most 
of us treat the acute asthmatic very poorly. I hope that 
none of us administer morphine any more. I believe 
that morphine should never be given to an acute 
bronchial asthmatic who has no cardiac manifestations. 
I give aminophylline intravenously and epinephrine 
subcutaneously, 2 to 3 minims, or it may be 5 minims, 
repeated in thirty to sixty minutes. Epinephrine is 
not to be given a full cc. at one time. 

Oxygen tents in many acute bronchial asthmas makes 
the condition worse. Many of these patients have 
thermal allergies. If they are put in a tent, the draft 
makes them have more of a bronchial spasm. I can 
remember three different individuals who died with 
bronchial asthma. It is a very, very unpleasant experi- 
ence. Now I hope that perhaps when we have used 
all our armentatarium and our patient is getting no 
better but worse, perhaps ACTH is the answer. I saw 
a man very recently in his seventies who had a severe 
bronchial asthma who was given ACTH every six 
hours. He was very, very much better the next day, 
whereas he appeared to be dying the day before. 


CARBON DIOXIDE THERAPY* 


By GeorceE A. SiLver, M.D. 
Durham, North Carolina 


This paper was originally intended to be 
a detailed report on the treatment of 250 
patients, mostly psychoneurotics, with carbon 
dioxide therapy. This treatment consisted of 
inhalations of a 30 per cent carbon dioxide 
and 70 per cent oxygen mixture and was 
given by the method advocated by Meduna.? 
In December 1951, a report? was made on the 
use of carbon dioxide therapy in the treat- 
ment of psychoneurosis. An analysis of the 
figures, in percentages, of the 100 patients 
treated between February and December 1951 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 
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and the 250 patients treated up to September 
1952 showed only a very minor variation, as 
shown in Table 1. 


The type of patients in both series was es- 
sentially the same. The treatment procedure, 
number of treatments and time of treatment 
periods were comparable in the two groups. 
Only one modification in treatment was at- 
tempted and this is described later. It was 
felt, therefore, that a follow-up study done 
on 200 patients, with comparison of improve- 
ment rates, would give a more meaningful 
picture of the value of this form of therapy. 

This type of treatment was used by Loeven- 
hart, Lorenz and Waters’ in 1928 in the treat- 
ment of psychosis. It was abandoned as a 
method that had no lasting value. Meduna,* 
in 1943, on the hypothesis that less severe 
mental illness could be ameliorated or cured 
by a change in brain metabolism, used this 
form of treatment for psychoneurotic patients. 
His results were encouraging. Others, using 
this treatment method, have given variable 
and conflicting reports. 

The December 1951 report was based on 
100 cases treated over a period of 8 months. 
At that time we reported 25 per cent with- 
out improvement, 27 per cent with slight but 
definite improvement, 26 per cent markedly 
improved and 22 per cent recovery. We have 
expressed our results in percentage figures 
only for the sake of comparison. Obviously 
with a series of 100 cases percentage figures 
have no statistical validity. To avoid over 
enthusiasm about a new method of treatment, 
criteria for evaluation of improvement were 
set up to include not only the patient’s report, 
but also the family report and the physician's 
own evaluation. 

This present report is based on (1) a follow- 
up of this first 100 cases, (2) a report on an 
additional 100 cases treated between October 
1951 and May 1952 with a follow-up on this 
second 100 cases. 


A questionnaire was sent all of these 200 
patients. From the first 100 cases, 69 replies 


No Slightly Markedly Improved 
Better Better or Well 
100 patients .. 25 27 48 
250 patients 24 25 51 
Taste | 
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were received. From the second 100 cases, 72 
replies were received. 

Of the 69 cases reporting in the first 100, a 
follow-up of one year to twenty months after 
treatment, 33 per cent report no improve- 
ment, 23 per cent slight improvement, 34 
per cent marked improvement, and 10 per 
cent recovered. It would appear that in gen- 
eral the long term results are slightly less 
favorable than in the shorter follow-up. It 
must be recognized that the evaluation of any 
treatment method in neurotic illness must 
take into account many factors, for example: 
was the illness a self-limited disease? If so, 
it could be assumed that the patient might 
have recovered without treatment. Had the 
illness shown remissions without, or with, 
other forms of treatment before? Was sug- 
gestion an all important factor in treatment? 
This is often true of hysterical reactions. How 
much does witting or unwitting psychotherapy 
play a role? 

The answer to these questions cannot be 
given. It has been assumed that if improve- 
ment followed promptly while under treat- 
ment, the carbon dioxide oxygen therapy 
played a decisive role. In the first 100 cases, 
30 of the 69 answering the questionnaire, re- 
ported originally as markedly improved or 
well, showed this improvement at the end of 
the follow-up period. This is borne out by 
the figures. In the first report 48 per cent 
were markedly improved or well, and in the 
12-20 months follow-up 44 per cent were 
markedly improved or well. 


It should be borne in mind that a group of 
cases were treated in which the prognosis 
from the beginning of our study was regarded 
as unfavorable for any form of therapy. 
Cases in this group were 2 cases of multiple 
sclerosis, 4 cases of intractible pain, possibly 
organic; and one facial tic. It was thought 
to be justifiable to use this type of therapy 
because of its harmlessness and because no 
other specific therapy was available. The in- 
clusion of these cases increases significantly 
the percentage of no improvement. 


In the second series of 100 cases treated by 
carbon dioxide-oxygen inhalations from Oc- 
tober 1951 to May 1952, a similar follow-up 
by questionnaire method was obtained. As 
noted above, 72 out of 100 responses were ob- 
tained. Twenty-four per cent reported no 
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improvement, 30 per cent reported slight im- 
provement, 41 per cent reported marked im- 
provement and 5 per cent reported cure 
(Table 2). 


If one adds the markedly improved and re- 
covered cases the percentage of significant 
improvement from the beginning and after 
12-20 months lapse of time is approximately 
the same: 48, 44, 46 per cent. It would ap- 
pear that if significant improvement takes 
place immediately after conclusion of the 
treatment the chances are good that marked 
improvement will hold. 


The questionnaire revealed some interest- 
ing points: 

One of the questions asked was: if you had 
to do it over again, would you have the same 
kind of treatment? Ninety-eight patients out 
of 141 replied in the affirmative (70 per cent). 
This is a higher figure than the total of 
markedly improved or recovered patients. 


The one symptom which showed the great- 
est improvement in the largest number of 
cases was “tension.” This was not specifically 
mentioned in the questionnaire, but was spon- 
taneously reported from the question, what 
changes for the better or worse can you list? 


In October 1951 the treatment procedure 
was modified for some patients. It was neces- 
sary to induce coma for the treatment to be 
effective. —The number of inhalations (25 to 
40) necessary to induce coma in some de- 
pressed and some anxiety cases tended to 
make the depression more marked and to 
accentuate the anxiety. Nitrous oxide (N,O) 
was used as preliminary anesthesia. This was 
much easier to breathe for all patients. After 
8 or 9 inhalations, transfer was effected to 
the carbon dioxide-oxygen mixture and coma 
was rapidly and effectively induced. Treat- 
ment of 15 to 25 inhalations of the carbon 
dioxide-oxygen mixture, after the preliminary 


Not Slightly Markedly Improved 
Improved Improved or Well 
Per Cent Per Cent Per Cent 
Original report 
on 100 cases 25 27 48 
Same series, 12-20 
months 
after treatment 33 23 44 
Second 100 cases, 
6-12 months 
after treatment 24 30 46 
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nitrous oxide, usually produced some light- 
ening of the depression or amelioration of 
anxiety symptoms. 

We have no conclusive evidence as to the 
wisdom of this modification except that in 
the small series of cases, more cases of depres- 
sion responded favorably. In the first 100 
cases we had 15 with 9 improved or well, and 
in the second series we had 24 with 19 im- 
proved or well: 79 per cent as against 53 
per cent. It should again be emphasized that 
percentage figures are not intended to carry 
any mathematical exactness. 

The series of cases here reported included 
no major mental illness, that is, no cases 
which would customarily be classified as pys- 


‘chotic. The treated cases were mild depres- 


sion cases customarily viewed as neurotic or 
reactive, and primary depressions of only 
moderate severity; secondly, anxiety cases 
where depression if present, seemed secondary 
to the anxiety; thirdly, hysterical reactions 
without any outspoken disturbance in affect; 
fourthly, an obsessive-compulsive-phobic 
group often admixed with anxiety symptoms; 
and fifthly, a group of miscellaneous cases, 
alcoholics, stutterers, and some organic cases 
with neurotic overlay. 

There are a few observations which are of 
clinical interest. 

The hysterical cases frequently began to 
show or had uncovered definite abnormality 
of affect, depression, elation, fear or anger, 
after treatment was begun. 

Some of the stutterers, 2 out of 4, showed 
sustained improvement. 

It is our impression that the fatigue (neu- 
rasthenic) syndrome does not respond well to 
this form of treatment. 

In summary it may be said: 

(1) The study of 250 patients shows that 
the carbon dioxide-oxygen inhalations appear 
to be an effective treatment in over 45 per 
cent of cases of psychoneurosis and mild de- 
pressions. An additional 25 per cent of pa- 
tients report slight but definite improvement. 


(2) A 12-20 months follow-up seems to show 
that the effectiveness of the treatment is 
sustained. 

(3) The results in 100 cases followed for 6 
months to 12 months show the same propor- 


tion of improvement, as 100 cases followed 
for 12-20 months. 
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(4) Nitrous oxide induction followed by 
carbon dioxide-oxygen may be more effective, 
especially in depressions or some anxiety cases, 
than carbon dioxide alone. 
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DISCUSSION (Abstract) 


Dr. J. D. Bradley, Asheville, N. C.—From_ these 
experimental data it seems to me we can give the 
patient who inquires of us what results he can expect 
a rather definite answer: that nearly one-half of the 
patients suffering from a neurosis will probably show 
marked improvement and about one-half of the re- 
mainder will be helped. 

I will freely confess that I obtained the apparatus 
for giving this treatment about one year ago, mainly 
due to referrals and telephone inquiries from patients 
who wanted to try this type of therapy. At first I 
was rather sheepish on admitting to some of my 
confreres that I was employing this method, but re- 
cently I have not been reticent in discussing it 
even with my analytically inclined friends. So far 
I have treated 40 or 50 patients and my results have 
been somewhat similar to those reported by Dr. Silver 
though not quite so favorable. Recently I have tried 
to select my patients because I have found it rela- 
tively useless in the more deeply ingrained or fixed 
neuroses. I have a feeling that if its use were con- 
fined to those neuroses usually thought of analytically 
as developing in the later stages of personality de- 
velopment, the markedly improved patients would 
number much over 50 per cent. I have found it quite 
effective in the mild anxiety and tension states and 
especially in the bizarre hysterias. I wonder what 
percentage of Dr. Silver’s patients fall into these 
groups? I should also like to know whether he 
thinks one should give the large number of treat- 
ments recommended by Meduna in such cases? To 
me these patients seem to respond to six to ten treat- 
ments. 


The long sustained improvement, up to 20 months, 
reported by Dr. Silver suggests that something hap- 
pens either from a physiologic or a psychologic stand- 
point which cannot be explained by the suggestive 
effect or temporary satisfaction of masochistic trends 
(as often seen following surgery) credited by some 
for the beneficial results. 

Although recognizing the possibility of pharma- 
cological and neurophysiological factors and realizing 
that Meduna frowns upon psychological factors, I can- 
not keep from feeling rather strongly that psycho- 
logical mechanisms play a major role. My experience 
has led me to offer a theory, namely: that in some 
manner, probably by increasing anxiety or weakening 
the repressive or suppressive components of the ego 
defenses, emotionally cathected material emerges or 
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breaks through more or less into consciousness where 
it can be better handled. The best results are obtained 
when a sort of abreaction occurs with the release of 
much anxiety. This may occur symbolically in the 
form of dreams or nightmares which are often easily 
interpreted, through expressive innervations, the au- 
tonomic nervous system, by direct verbalization, or 
more often as a combination of these. It does not 
seem to reach the more deeply repressed material 
occurring in hypochondriasis, neurasthenia, obsessive- 
compulsive states, marked depressions and the psy- 
choses. 

It is often a good method of obtaining material 
within a short time and could be a useful tool or 
adjuvant in psychotherapy. I should think the best 
results might be obtained by a combination of carbon 
dioxide and dynamically oriented psychotherapy. On 
the other hand there might be definite dangers in 
its unselective use by inexperienced persons. 

Although I have a feeling that many of the present 
Duke psychiatrists are more or less organically in- 
clined, I wonder what significance, if any, Dr. Silver 
attaches to the psychological factors? 

I am looking forward to more reports on the com- 
bination of nitrous oxide and carbon dioxide therapy. 


BENIGN PIGMENTED NEVI* 
A SURVEY OF TREATMENT BY DERMATOLOGISTS 


By CLARENCE SHAw, M.D. 
Chattanooga, Tennessee 


This investigation was initiated with the 
conviction that qualified dermatologists pos- 
sess special clinical judgment for diagnosing 
and treating benign pigmented nevi without 
recourse to surgical excision and microscopic 
examination of every lesion. Since the advent 
of electrical destructive instruments, derma- 
tologists have utilized these technics in large 
measure. In recent years, however, some der- 
matologists and most surgeons have been 
persuaded to adopt surgical excision of all 
nevi as the treatment of choice. The rationale 
for such an approach is probably predicated 
upon the assumption that when one advocates 
a method of treatment which is to be used by 
the medical profession at large, one must be 
conservative. This is a legitimate attitude in- 
sofar as the average practitioner is concerned. 
Unfortunately, however, there has been a 
carry over of this thinking to the younger 
dermatologists who are confused by what ap- 
pears on the surface to be a considerable dif- 


*Read in Section on Dermatology and Syphilology, South- 
ern Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 
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ference of opinion. The young man begin- 
ning his practice with the attendant inse- 
curities finds himself in a dilemma when he 
faces the treatment of what his clinical train- 
ing tells him is a benign pigmented nevus. 
Should he play safe and cut it out, or should 
he take a chance and remove it with the 
electric needle or some other non-surgical 
measure? 


This paper will attempt to demonstrate 
that a trained dermatologist can distinguish 
a benign pigmented nevus when he sees one 
and that a wide variety of destructive forms 
of treatment are safe. 


It is granted that it is difficult, perhaps 
impossible, to prove such a point of view 
with the statistics gleaned from a question- 
naire. Nevertheless, when the analysis is 
based upon an experience totaling over 
a million and a half nevi, it should carry 
sufficient weight to be considered as authori- 
tative. It might be argued that the findings 
are not valid since only dermatologists and 
no surgeons were questioned. That point is 
not well taken, since it is believed that der- 
matologists, by virtue of their training and 
experience, are best qualified to make a clini- 
cal diagnosis of what is a benign pigmented 
nevus and what is not. 

Two hundred and one dermatologists, aver- 
aging 20.8 years of experience in their special- 
ty answered the questionnaire. Some selec- 
tion was exercised in that, where possible, 
men long in the specialty were questioned. 
There was a surprising range in the number 
of nevi each man treated in an average year; 
it ranged from only a few to thousands. In- 
deed, there were one or two who said that 
they treated no nevi, preferring to refer them 
elsewhere for treatment. In all, this group 
of dermatologists estimated having treated 
approximately 1,625,000 nevi. A big major- 
ity varied their method of treating the lesion 
from case to case depending upon their clini- 
cal evaluation of the situation, recognizing 
that sometimes there was reasonable doubt as 
to the nature of the growth. However, 11 or 5 
per cent used surgical excision exclusively, 
while 40 or 20 per cent used non-surgical 
methods exclusively. Among the remainder 
there were 2 more who used surgical excision 
90 per cent or more of the time whereas 
there were 102 more who used non-surgical 
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methods 90 per cent or more of the time. 
Thus we find that 14 or 7 per cent use sur- 
gery at least 90 per cent of the time while 
142 or 70 per cent use other forms of treat- 
ment at least 90 per cent of the time. 


The most popular non-surgical approach 
was electrodesiccation, 117 or 58 per cent using 
this method. Others less widely used were 
cautery 17 (8 per cent), fulguration 19 (9 per 
cent) and cutting current 12 (5 per cent). 
One man listed as first choice electrolysis, 
another chemotherapy and one said that his 
sole method of treatment for 27 years was to 
give a cauterizing dose of radium, following 
this by surgical excision, the latter procedure 
being performed by a surgeon colleague. It 
is interesting that no one gave as his first 
choice the use of refrigerants (carbon dioxide, 
liquid air, and so on). Among those who 
preferred a non-surgical approach as their first 
choice, 51 listed surgical excision as their 
second choice indicating that at least one out 
of four dermatologists can and does excise 
nevi when he feels it is necessary. 

Does the man who surgically excises most 
nevi send every lesion to the laboratory for 
microscopic examination? Twelve do and two 
do not. How about the others? Twenty-eight 
never send the tissue to the laboratory while 
the remainder do to a varying degree. One 
hundred and nineteen (59 per cent) feel it 
necessary to request a pathologic examina- 
tion 10 per cent or less of the time. 

How often do dermatologists make a mis- 
take? This question was asked: 

“How many times have you personally observed a 
patient on whom you made a clinical (not pathologi- 
cal) diagnosis of benign pigmented nevus, removed it 
by methods other than surgical excision, and later 
found that the original clinical diagnosis was incor- 
rect and the patient developed a malignant mela- 
noma?” 

Twenty-three or 11 per cent admitted a total 
of 29 such experiences. This is an incidence 
of 0.00001 per cent. Does such an experience 
modify the physician’s method of treatment? 
Apparently not, since of the 23, 18 still use 
non-surgical technic at least 75 per cent of the 
time. 

It is not within the scope of this discussion 
to debate the question of whether or not a 
benign cellular nevus ever undergoes malig- 
nant degeneration due to trauma or any other 
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cause. Nor is it pertinent to point out the 
features which distinguish a benign pigmented 
nevus from one which is either already a ma- 
lignant melanoma or one which is liable to 
become malignant. A considerable number 
of dermatologists expressed the opinion that 
if a nevus was a melanoma, that state was al- 
ready established by the time the physician 
was consulted and what was done in the way 
of treatment in no way influenced the poten- 
tial for or against malignancy. Most men 
who expressed an opinion felt that if in their 
clinical judgment the lesion was at all sus- 
picious, they did not hesitate to excise the 
tumor and send it to a pathologist. In this 
connection it was repeatedly emphasized that 
general pathologists were sometimes confused 
in their diagnosis which indicated that a der- 
mal pathologist was best qualified to evaluate 
types of nevi. Indeed, several men felt that 
the clinical opinion of the experienced der- 
matologist was as accurate as the pathologic 
diagnosis of the average general pathologist. 


It is perhaps significant to record the opin- 
ions and practices of some of this country’s 
leading dermal pathologists. Weidman, Sachs, 
Caro and Ellis said that they do not feel it is 
either necessary or desirable to excise all nevi 
nor do they routinely examine them histolog- 
ically. Montgomery prefers to excise most 
nevi examining 10 to 15 per cent of benign 
pigmented nevi histologically. Pinkus, on the 
other hand, excises all nevi and sends all spec- 
imens through the laboratory. 

There was an interesting difference of opin- 
ion regarding the cosmetic results obtained 
with surgical versus non-surgical measures. 
Those who excised most nevi felt that this 
method gave a better scar while those who 
used non-surgical methods felt that their tech- 
nic gave the best cosmetic result. It appears, 
therefore, that when a physician has perfected 
any method of treatment he becomes so pro- 
ficient that he finds his end results satisfac- 
tory. 

The dermatologist is obviously capable of 
recognizing a benign pigmented nevus, but 
his non-dermatologist colleagues are less ac- 
curate. Most of us have had the experience of 
seeing a patient who was treated for what 
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was considered by his physician to be a cellu- 
lar nevus, who at a later date succumbed to 
malignant melanoma. These are the errors 
in diagnosis which have led to the strong 
feeling on the part of those who are less se- 
cure that all nevi should be widely and deeply 
excised. Should this carry sufficient weight to 
impel the dermatologist to change his ap- 
proach? Certainly not. 

It is clearly apparent that for years most 
dermatologists have successfully diagnosed and 
treated innumerable nevi and will probably 
continue to do so without unnecessary fears 
or complications. The crux of the matter is 
diagnostic acumen, and that he seems to have. 
It was surprising to note the comments made 
by many men apropos their answer to the 
question of whether they had ever made a 
mistake. One after another said, “Not yet, 
thank God,” or “I have been lucky,” or 
“Knock on wood. Not yet,” or “My unlucky 
day will probably come.” Let them take 
heart; they have been spared this distressing 
experience because they know their business 
rather than because they are lucky. 

Parodoxical as it may seem, we may need 
to accept the surgical approach for the non- 
dermatologist but in our own practices we 
are justified in using those methods which 
our experience dictates to be best. 


SUMMARY 


Two hundred and one _ dermatologists 
averaging 20.8 years of experience have re- 
moved approximately 1,625,000 nevi by all 
methods of treatment. Fourteen or 7 per cent 
employed surgical excision at least 90 per cent 
of the time, whereas 142 or 70 per cent used 
non-surgical methods at least 90 per cent of 
the time. Twenty-three dermatologists ad- 
mitted 29 instances in which they made an 
error in diagnosis in that they treated non- 
surgically a lesion which they clinically took 
to be a benign pigmented nevus which proved 
to be a malignant melanoma. This is an in- 
cidence of 0.00001 per cent. 

It is apparent that the dermatologist by 
virtue of his special knowledge and experience 
possesses the ability to diagnose properly and 
treat benign pigmented nevi without resort- 
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ing to routine surgical excision and patho- 
logic examination of the lesion. 
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DISCUSSION (Abstract) 


Dr. Richard W. Fowlkes, Richmond, Va.—Dr. Shaw 
has presented convincing figures proving that compe- 
tent dermatologists are the proper physicians to pass 
judgment on the propriety of the removal of benign 
pigmented nevi and on the method that is to be used 
in their removal. I feel deeply that the younger der- 
matologists should be encouraged to develop their 
judgment and sense of responsibility to the point 
where they will remove these lesions without hesitancy 
and with confidence. 

After thirty years of practice and after removing 
thousands of nevi, I know that this group of individ- 
uals are probably the best satisfied patients that I 
have treated. Their only lamentation has been: “Oh, 
Doctor, I wish I had had them removed years ago.” 


Each of us has developed our own technic but I 
feel strongly that the dermatologist who removes these 
lesions should be motivated by a desire to remove 
them with little or no scarring. With this thought 
foremost in mind, namely, that scarring must be min- 
imal, I inject procaine rather deeply under the lesion. 
This does not balloon or partially conceal the nevus. 
and I feel that this deep injection gets away from an- 
other hazard, that is: from damage that may result 
with the intra-epidermal injection by the anesthetic. 
After an intracutaneous injection or an injection in 
the derma just below or into the nevus, the electro- 
desiccation may, if used too long at a time, heat the 
anesthetizing agent practically to boiling point. This 
heat will cause more destruction of tissue than is nec- 
essary and an ulcer will result that never fails to leave 
a disfiguring scar, which is most unnecessary and un- 
sightly. 

I cannot but quote from Harry Templeton in “The 
Shoch Letter” of March 1951. He wrote “At the Ameri- 
can Dermatological Association meeting in San Fran- 
cisco probably about 1928, Dr. William Allen Pusey 
said that he had been removing simple pigmented or 
non-pigmented nevi for cosmetic reasons for fifty years 
and that he had no knowledge of a malignancy’s devel- 
oping in any that he had removed. I can say the same 
for the thousands that I have removed by electro- 
surgery in a period of 25 years.” I want to add my 30 
years to these for a total of 105 years in which malig- 
nancies have not developed. 

Of course, judgment is required, but for my money 
I had rather trust the clinical judgment of a good 
dermatologist than the opinion of a general patholo- 
gist rendered after microscopic study of any ordinary 
nevus. 


Dr. Herbert S. Alden, Atlanta, Ga.—Being asked to 
discuss this paper has given me an opportunity to 
Tearrange some of my prejudices and to look up 
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some data and reassess a bit of the knowledge about 
pigmented nevi. I have come eventually, of course, to 
the same conclusions as Dr. Shaw. 


To those of us who live more or less under the 
light of large Cancer Clinics, many of them dom- 
inated by the surgical approach, the problem of 
treatment of pigmented nevi by the dermatologist 
sometimes becomes acute. I think that much of the 
disagreement in this field lies in the over-zealous 
propaganda (often mis-directed) on the part of some 
to use in heightened succession the words, “moles,” 
“irritation,” “cancer,” “melanoma,” “deadly,” “hor- 
rible,” and then end with the phrase, “this dread 
disease.” So that everyone is afraid that melanoma 
and death can result from all moles. Soon we begin 
to believe our own propaganda and before we know 
it have become clinically servile to nothing more 
than a perverted slogan. I believe that it is this 
state of mind in which the younger man in medicine 
sometimes finds himself. 


In order to test this belief I have discussed the 
treatment of moles with three groups of students: 
junior and senior medical students in my own classes 
and hospital interns and residents. The majority 
feared that all moles can produce melanoma, and 
those who had had moles removed (all operatively) 
had them removed out of fear. There was only one 
in all, who admitted that he had moles removed be- 
cause they were unsightly. 

Somehow we are not getting it over w che student 
of medicine or the lay public that the common mole 
by nature is not a malignant tumor; that moles 
will not always produce malignant disease; that we 
dermatologists can remove moles cleverly, easily and 
simply; and that a good clinician, in the great ma- 
jority of instances certainly should be able to tell 
the difference between a potential melanoma (the 
junction nevus) and the benign pigmented mole. 


To those who may differ with these statements 
and to those pathologists who insist that biopsy 
should be performed on all pigmented moles when 
removed, I should like to call their attention to a 
quotation from the writings of Dr. Daniel Drake 
(“D. DRAKE, M.D.”) a founder of medical colleges 
in the Middle West and a very astute observer of 
mankind. Over 100 years ago he wrote regarding the 
medical profession and I think it is true of us to- 
day: 

“The overweening regard for authority in the 
medical sciences is the offspring, either of a slender 
understanding, or of a timid spirit, still further en- 
feebled by a bad education. It shows itself not merely 
in the unsuspicious assent to alleged facts, a pardon- 
able credulity, but, in an implicit adoption of the 
conclusions of eminent men, when we should examine 
for ourselves their premises and their reasonings. 
This species of intellectual servility has done much 
harm to the profession and, through it, to society at 
large.” 


Dr. Francis A. Ellis, Baltimore, Md.—Why did you 
use the word “nevus” instead of “moles” in your 
presentation? 
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Dr. Shaw.—It didn’t occur to me. 


Dr. Ellis—There are too many nevi. Moles would 
be more specific, it would seem to me. 


Dr. Shaw.—Thank you for the suggestion. 


Dr. J. W. Burks, New Orleans, La—To show you 
to what extreme the surgeons might carry this so- 
called attack against the dermatological care of nevi, 
in a local New Orleans paper, six weeks ago, a well 
known surgeon recommended unequivocally that all 
moles be excised under general anesthesia. 


Dr. Thomas W. Murrell, Sr., Richmond, Va.—1l 
also had a very disagreeable experience with a case. 
The mole that I removed was a pink mole, but when 
it came off, underneath it was a pigmented spot. I 
then went very deep, did what I could, but later on 
the woman died. It distressed me very much and ] 
talked to a lot of men, and the question always came 
up: Did I have anything to do with it? Was this 
case going to go on to an inevitable end? Did I, in 
removing it, stir up something? And there was a 
divergence of opinion about that. 

About two or three years ago, taking my morning 
shower, I thought I saw some tar on the inner side of 
my left heel and then I went and got my glasses and 
it was not tar. It was a black spot, and I thought 
I was at the end of the road. 

I showed Jim Anderson my heel, and I talked to 
three or four people about it. The idea was: Should 
I leave it alone? It was probably nothing. But that 
idea got me down, and I began worrying, so I had 
the thing cut out and had a very sore heel for some 
time. But there was a negative report, and my mind 
was put at rest. 

Because of this propaganda that Herbert Alden 
talks about, you cannot help being worried. A biopsy 
can make you sleep a little better. 


Dr. Hal E. Freeman, Springfield, Mo—I1 should 
like to say a few words for the surgeons. We do 
not often do that. I was pleased, about a week or 
so ago, to have a patient with this sort of problem 
referred by a very good surgeon, a diplomate of the 
American Board of Surgery. My patient was a doc- 
tor, an obstetrician, and he chose to have me treat 
his large pigmented temporal nevus rather than to 
have a surgeon widely excise it. This surgeon talked 
to me afterwards and his opinion was just opposite 
to what Dr. Burks reports here. He said that it 
is utterly foolish to continue excising many of these 
things. They should be seen first by the dermatolo- 
gist. Let us give some of the surgeons the benefit 
of the doubt. As they and we become more enlight- 
ened concerning nevi, I believe they will become 
more charitable. 


Dr. Shaw (closing)—It seems as though no paper 
in the field of medicine today is quite complete with- 
out reference to the psychic aspects. This has to 
do with the insecurities of the physician rather than 
of the patient. If we can bring ourselves to trust our 
own judgment and our own experience, we shall 
probably avoid trouble. 
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CERTAIN ASPECTS OF THE CESAREAN 
PROBLEM* 


By Donato G. ToLterson, M.D. 
Los Angeles, California 


As a means of delivery, cesarean section 
has gradually replaced delivery by high for- 
ceps, versions and many other vaginal pro- 
cedures, as well as materially reducing the 
incidence of mid-forceps operations. This 
change in procedure has resulted in a reduc- 
tion in the fetal mortality of the dispropor- 
tion and dystocia group of obstetrical com- 
plications. While abdominal delivery does 
not guarantee live infants, in hemorrhagic 
complications and certain toxemias the fetal 
loss is less than in other means of delivery. 
Too often we speak of the maternal and 
fetal mortality of the operation rather than 
of the complication for which cesarean sec- 
tion is performed. D’Esopo! at Sloane Hos- 
pital finds a constant rise in cesarean inci- 
dence since 1942 and remarks that the 
inference is, that obstetrics is moving away 
from vaginal surgery to abdominal delivery. 
Whether the increased incidence with the 
excellent maternal mortality rate is justified 
has given rise to a large number of articles 
in the literature. Some defend this change 
and others believe that it is not advisable. 

In certain clinics, patients who have been 
sectioned for other than definite dispropor- 
tion are being allowed to go into labor and 
if progress is satisfactory, vaginal delivery is 
permitted. Cosgrove? reported that of 600 
patients previously sectioned 179 patients or 
36 per cent were delivered vaginally one or 
more times of 221 infants without maternal 
mortality. 

These and other problems suggested the 
presentation of a private series of cesarean 
sections covering the period from 1928 to 
1952. At the beginning of my obstetrical 
practice the low cervical operation as de- 
veloped by A. C. Beck of Brooklyn and later 
popularized by De Lee, had been accepted 
as the operation of choice in the majority of 
large clinics. 


Thompson® in Los Angeles had reported 


*Read in Section on Obstetrics, Southern Medical Associa- 
-, — Annual Meeting, Miami, Florida, November 
10-13, 1952. 
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the sections in twelve private hospitals for 
1923-1928, showing an incidence of 4.6 per 
cent, a maternal mortality of 4.2 per cent 
and a fetal mortality of 7.9 per cent. In 
1951 near the end of my series, Harris 
et alii* reported a_ thirteen-year study 
with an incidence of 9.79 per cent, a maternal 
mortality of 0.05 per cent, and a fetal mor- 
tality of 2.99 per cent. Fagan® from another 
hospital in our city showed an incidence over 
a twenty-year period of 10.85 per cent with 
a maternal mortality of 0.07 per cent, an 
infant death rate of 4.26 per cent, and still- 
birth rate of 0.67 per cent. 

It is with some trepidation that I report 
611 cesarean sections in 5,541 deliveries, an 
incidence of 11 per cent, with one maternal 
death, or a cesarean mortality of 0.15 per 
cent, and a fetal mortality of 4.19 per cent. 


Type of Section—There were only ten 
classical operations performed in this group. 
In all of these the indication was hemorrhage 
due to placenta previa. Sixty-five patients 
had cesarean hysterectomies. There were 469 
low cervical cesarean sections and 66 had low 
cervical sections with tubal sterilization. 
There was only one extraperitoneal section. 
Since 1936, the incision in the uterus has 
been of the transverse type, realizing that 
without labor a vertical incision cannot be 
wholly within the lower segment. Cesarean 
hysterectomy was used in place of tubal 
sterilization in patients over thirty-five years 
of age, and in thirty-five patients it was per- 
formed for fibromyomata. In fourteen others 
myomectomies were done at the time of the 
cesarean section. 


INDICATIONS 


Eastman’s® classification of the indications 
seemed to be most satisfactory and was fol- 
lowed in this study. 


In the pelvic contractions and mechanical 


INDICATIONS 
Number Per Cent 
(I) Pelvic contractions and mechanical 
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dystocia group we were able to assign accu- 
rately only 102 to the subheadings, as out- 
lined. The remaining 115 patients had com- 
bined indications. This group of patients 
in addition to one or more indications as 
listed also had various contributory factors 
which should be listed as desultory labor, 
elderly primigravida, breech positions, occi- 
put posteriors and patients with long periods 
of sterility, cervical and soft part dystocia. 
Nine of these patients had been delivered 
vaginally previously, but had one more of 
these factors with their present labor. Twenty- 
six were three weeks past their date of ex- 
pectancy. Of the entire group thirty were 
sectioned before the onset of labor. 

While considerable valuable information 
may be obtained by x-ray pelvimetry, this 
in itself cannot be relied upon as sufficient 
evidence for section. Claye? of the Univer- 
sity of Leeds quotes Shakespeare who, as on 
many matters, has said the last word on radi- 
ology in obstetrics, “The best in this kind 
are but shadows.” The efficiency of uterine 
contractions, deflection attitudes of the pre- 
senting part, moldability of the head, all 
must be considered when combined indica- 
tions are to be evaluated properly. On re- 
view of these indications in this group it 
was obvious that the majority of patients 
were sectioned for two or more of the factors 
listed. 


Colvin’ has emphasized that private pa- 
tients have a higher incidence of cesarean 
section than ward patients. This is certainly 
verified in nearly all reported series. One 
cannot help but admit that slow progress in 
labor with an anxious family influences 
earlier decision to terminate the ordeal by 
section. However, it seems that we have 
little justification in waiting too long to 
evaluate what may be anticipated as to ulti- 
mate outcome. The antibiotics and the 
extraperitoneal section have made late sec- 
tion less hazardous, but there are still pa- 


PELVIC CONTRACTIONS AND 
MECHANICAL DYSTOCIA 217 


dystocia 217 35.5 
(Il) Previous cesarean section 227 37.1 Pelvic contractions 44 
(II) Hemorrhagic complications 56 9.4 Uterine inertia 40 
(IV) Toxemias 30 4.9 Malpresentations 6 
(V) Intercurrent disease 15 2.4 Oversized infants 12 
(VI) Miscellaneous 66 10.8 Combined 115 
Taste | TABLE 2 
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tients who die from infection because delivery 
was too long delayed. As Thompson® has 
pointed out, what would the mortality of 
acute appendicitis be if we tried every other 
means of treatment before surgery? 


Previous Cesarean Section 227.—There 
were 120 patients in this group upon whom 
I had performed the primary section; one 
patient had five sections and another had 
fou: such procedures. The repeat operation 
was usually scheduled seven to ten days before 
the estimated date of confinement. In forty- 
four instances labor had begun or membranes 
had ruptured. There were three patients in 
whom, on opening the abdomen, membranes 
were visible under the visceral peritoneum. 
A diagnosis of uterine rupture was made in 
a patient in consultation. This was a longi- 
tudinal incision in which the fetus was par- 
tially protruding through the incision. The 
patient had been in labor for about three 
hours. Both mother and infant survived. 
It has become my feeling that patients should 
be x-rayed for maturity of the fetus and be 
carried as close to term as possible. While, 
as noted, much has been said about the pos- 
sibility of previously sectioned patients’ being 
delivered vaginally, it seems that unless there 
are provisions made for immediate availa- 
bility of operating room service, considerable 
risk is involved. This facility is seldom found 
in the average private hospitals. The larger 
series of vaginal deliveries after cesarean sec- 
tion have been reported from institutions 
properly equipped for immediate surgery. 
We agree with Huber,’® who said that the 
patient who had had a previous cesarean 
has a safer future if all her pregnancies are 
terminated by section. 


The number of cesarean sections for hem- 
orrhagic complications is definitely on the 
increase. Two-thirds of the patients with 
placenta previa in this series were sectioned. 
While in incomplete previas simple rupture 
of the membranes in multiparous patients 
may suffice, cesarean section is the safest 
form of treatment in primigravidous women. 


HEMORRHAGIC COMPLICATIONS 56 
Placenta previa 36 
Abruptio placentae 20 


Taste 3 
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If the diagnosis of total previa is made, 
cesarean section is usually performed in 
multiparous patients as well. One is fre- 
quently confronted with the problem of the 
previable fetus. If bleeding is profuse, the 
risk is too great and immediate section in 
the interest of the mother has been our pol- 
icy. In the viable period delay is dangerous 
to the infant and as Wickster'! has pointed 
out, the shock factor in these infants war- 
rants cesarean section; immediate transfusion 
will save many of these small but viable in- 
fants. In the premature separation group 
we sectioned nearly 90 per cent because we 
think it is safer for the mother and the child, 
and we have great curiosity about the uterus. 
Toxemias 30.—Five patients with nephrit- 
ides, one with essential hypertension, twenty- 
two preeclamptics and two eclamptics were 
sectioned. The only maternal death in the 
entire series of sections reported occurred in 
a severe preeclamptic, a thirty-seven year old 
primigravida in the thirty-fourth week of 
gestation. She died twenty-four hours post- 
operatively of a pulmonary embolus. Thir- 
teen of these patients were seen in consulta- 
tion and operations were performed after 
conservative treatment had failed. ‘Twenty- 
four patients were primigravida and six were 
multipara. The cervix was examined vagin- 
ally in all cases where termination was ad- 
vised. The cervix unfavorable for induction 
is most often seen a few weeks before term, 
even in multiparous patients. Where other 
indications, such as age, borderline pelvic 
measurements or long period of sterility are 
present, less delay in immediate abdominal 
section has been our policy. Successful treat- 
ment of toxemia is still predicated to a large 
degree on the termination of the pregnancy. 
Cardiac disease as an indication has de- 
creased markedly in all reported series. In 
the past five years only one patient with 
heart disease was sectioned. Only three of 
ten diabetics were sectioned and thirteen in- 
fants were delivered without mortality. 


INTERCURRENT DISEASE 15 
Tuberculosis 
Cardiac disease 
Diabetes mellitus 
Other 
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Large infants contributed to the indication 
in two of the diabetics who were sectioned, 
while a third had had a relatively long period 
of sterility following a previous difficult de- 
livery. 

In six instances of previous difficult deliv- 
eries, the infant had been stillborn or had 
died in the neonatal period. There were 
two patients who had had spastic infants. 
Two of these were sectioned electively and 
the other four had a relatively short period 
of time in labor before the operation was 
performed. Patients who had had a pelvic 
operation involving extensive cervical opera- 
tions or conizations, anterior wall repair for 
cystocele, suspensions and myomectomies, in 
which the uterine cavity was opened, were 
sectioned if progress of labor was delayed. 
Also, patients with fibromyomata which ob- 
structed the birth canal or which because of 
their size would later require removal were 
delivered by abdominal section. There were 
six patients in whom fetal distress was the 
only indication. Two were for prolapsed cord 
before dilatation of the cervix had reached 
8 cm. The other four were for asphyxia 
found to be due to short cord or tetanic-like 
contractions causing fetal embarrassment. 
The three elderly primigravidas were sec- 
tioned electively entirely because of this in- 
dication. 


As in the first group, namely, pelvic con- 
tractions and mechanical dystocias, undoubt- 
edly many of these patients could have been 
delivered vaginally, but here again it was 
our judgment that section should be done. 


FETAL MORTALITY 


According to Mack and Siddall,'? 


“While there has been a noteworthy reduction in 
fetal mortality with cesarean section, it must be 
pointed out again that the infant death rate is much 
higher than for vaginal delivery. This fact must not 
be overlooked since there is a growing trend toward 
the election of abdominal delivery for the sake of the 
child.” 


MISCELLANEOUS 66 
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At the same time Pedvis, Irwin and Phil- 
pott!® reported a 7.3 per cent fetal mortality 
in cesarean section at the Royal Victoria 
Hospital and suggested that the fetal mor- 
tality was high due to maternal complications 
which necessitated the operation. Comment- 
ing on Stevenson and Erhart’s statement that 
fetal mortality approaches 10 per cent in 
many reported series, Eastman" says: 

“The great majority of these deaths are attributable 
to the maternal disease process which prompted the 
cesarean section.” 

In the series which I have reported there 
were twenty-two neonatal deaths and four 
stillborns among 622 infants born of 611 
mothers, there being eleven sets of twins. 
This is a mortality rate of 4.19 per cent. 
Fourteen of these infants weighed 2500 grams 
or less and therefore are considered to be 
premature on the basis of weight. Eight 
were of thirty-two weeks gestation or less. 

Landesman,” reporting on fetal mortality 
following cesarean section, gives a figure of 
30 per cent for the prematures while the 
total number of prematures amount to 4 per 
cent. In the Chicago report!® it is stated 
that in 1950 the incidence of prematurity was 
8 per cent; 71 per cent of all the fatalities 
were in the premature group. 

These deaths have been listed according 
to the excellent classification of Bundesen, 
Potter, Fishbein, Bauer and Plotzke!® in 
their recent monograph “Progress in Reduc- 
tion of Needless Neonatal Deaths.” It was 
necessary to reevaluate the cause of death 
when prematurity and atelectasis were diag- 
nosed. Although less than one-half of these 
fatalities in our series were autopsied, never- 
theless we feel they are reasonably correct. 

According to Potter, abnormal pulmonary 
ventilation includes atelectasis due to pul- 
monary hyaline membrane, insufficient func- 
tioning or immaturity of lung tissue. The 
infants may breathe normally within a few 
minutes to a few hours, but later develop 


CAUSE OF DEATH OF 26 INFANTS 


Previous difficult delivery 23 

Previous pelvic surgery 15 Abnormal pulmonary ventilation 17 

Fibromyomata 12 Malformations 2 

Fetal distress 6 Infections 3 

Elderly primigrayida 3 Blood dycrasia (Erythroblastosis fetalis) 1 

Other 7 Anoxia 3 
TABLE 5 TABLE 6 
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extreme respiratory embarrassment. It should 
also be emphasized that trauma at birth may 
give rise to some pathologic condition which 
affects respiration. 

Anoxia on the other hand is usually due 
to inadequate oxygen supply before birth 
with tissue injury. This with further reduc- 
tion of oxygenation during birth may give 
rise to sufficient injury to prevent normal 
extrauterine existence. Examples would be 
placental separation in various degrees and 
prolapsed cords. 

The fatalities according to indications for 
cesarean section are shown in Table 7. 


In the pelvic contraction-dystocia group 
there was one stillbirth in a patient with a 
thirty-six hour labor. Following another long 
labor in an elderly primigravida, the infant 
died a few hours postpartum from abnormal 
pulmonary ventilation. In another patient 
with a small pelvis the baby died in twelve 
hours from the same complication. The 
fourth patient, after an attempt at forceps, 
was sectioned and multiple fractures of the 
skull from a developmental defect of the 
bones of the calvarium were found at autop- 
sy. While cesarean section is seldom indi- 
cated after an attempt at forceps, three other 
patients in this series were so delivered with- 
out fatality. 


In the previous section group only one 
was at full term; here premature separation 
of the placenta occurred and the infant died 
of bronchopneumonia and atelectasis in three 
days. The same patient was sectioned orig- 
inally for placenta previa and the infant suc- 
cumbed. Three years later she suffered a 
third fatality due to abruptio placentae with 
a Couvelaire uterus. One patient at twenty- 
eight weeks’ gestation, another at thirty 
weeks, and a third at six and one-half months 
were all sectioned because of the onset of 
premature labor. The weights of the babies 
were 4 Ib. 5 07z., 3 Ib. 314 0z., and 2 Ib. 4 oz. 


FETAL 
INDICATION FOR SECTION FATALITIES 
Pelvic contractions and mechanical dystocia 
Previous cesarean section 
Hemorrhagic complications 
Toxemias 
Miscellaneous group 


TABLE 7 
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One stillborn occurred as the result of 
erythroblastosis near term. 


In the hemorrhagic complications there 
were three placenta previas, which the period 
of gestation of thirty-three weeks or less 
placed in the premature group, and sections 
were done in the interest of the mothers be- 
cause of hemorrhage. While delay in doing 
the section might have saved these infants, 
the risk to the mother was too great. Of the 
four placental separations, two resulted in 
stillborns near term; the other two were at 
thirty-two and thirty-four weeks’ gestation 
and the infants weighed 2 lb. 6 oz., and 5 Ib. 
respectively. 

In the group of thirty patients who were 
sectioned because of toxemia there were three 
fatalities, all preeclamptics. They were all 
premature, two in the twenty-sixth week and 
one in the thirty-fourth week, and all three 
infants weighed 3 Ib. 4 oz. or less. 


In the intercurrent disease and miscella- 
neous group, a patient, a cardiac, lost her 
infant near term. Another patient, para 
three, was referred because of hydrocephalus 
with marked dyspnea at seven months due to 
severe polyhydramnios and elective cesarean 
hysterectomy was done because of the respi- 
ratory embarrassment and a history of pre- 
vious hydrocephalus. The patient had had 
two previous normal deliveries with normal 
infants. While a destructive operation ordi- 
narily would be advised, it seems reasonable 
under the circumstances that this would be 
much more difficult and would carry a great- 
er risk than delivery by section. The third 
fatality occurred in a patient sectioned be- 
cause of fetal distress. An occult prolapse of 
the cord was found and the infant died 
twenty hours later, there being little expan- 
sion of either lung. 


I sliould like to point out that sixty-seven 
of this group of sections were done for other 
physicians in consultation. All of the difficult 
deliveries and patients with previous pelvic 
operations were not my responsibility. As 
pointed out, 107 of the previously sectioned 
patients were operated upon by other phy- 
sicians. The incidence of any obstetrician 


will depend upon the type of his practice, 
for example: the number of patients seen 
in consultation in which section is decided 
on as a means of treating the complication. 
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Correction of this incidence would serve no 
particular purpose. 

In conclusion, I should like to defend the 
high incidence of cesarean section on the 
following bases: 

(1) The maternal mortality in many recent 
series with increased incidence is less than 
1 per cent. 

(2) While the infant mortality is higher 
than in vaginal delivery, this is due to the 
indication for the operation rather than the 
operation per se. 


(3) The substitution of cesarean section 
for difficult vaginal deliveries is producing 
more live and healthy infants. 


(4) Under the constant improvement in 
technic, anesthesia, methods of preventing 
and treating infection and facilities for blood 
replacement, the science of obstetrics is at 
last recognized as a physiologic process which 
may make use of the advances in medicine 
and surgery. 
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DISCUSSION (Abstract) 


Dr. W. L. Thomas, Durham, N. C—It is very dif- 
ficult for me to get through this thick skull of mine 
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that one out of ten women have to be delivered by 
cesarean section. I feel quite certain that our hon- 
ored guest will never give us a report on the sections 
that he should have done. 


Dr. W. Z. Bradford, Charlotte, N.C.—Dr. Tollefson 
has presented for our consideration a remarkable 
number of cesarean sections from a private obstetrical 
practice, with both maternal and fetal results that 
are admirable. It is indeed difficult to criticize the 
increasing liberality of the use of abdominal delivery 
in the light of such results. 


A highly specialized obstetrical and gynecologic 
practice in a medical center presents many obstetrical 
problems that mitigate against comparative obstetri- 
cal statistics. Among these are pregnancies in pa- 
tients previously suffering with infertility, and con- 
sultation and referred cases with various pathologic 
entities, as well as many situations where the pres- 
sure upon the physician to deliver a living child at 
any cost is great. Added to this there is the high 
incidence of the repeat cesarean section. 


To compare the incidence of cesarean section in 
this type of practice with the nation at large or with 
smaller communities would not be logical. To sug- 
gest that a duplication of this incidence of cesarean 
could be generally accompanied by a maternal mor- 
tality and infant salvage as low as Dr. Tollefson has 
obtained would be wistful optimism. I do not be- 
lieve that this paper implies that such a high inci- 
dence of cesarean section should be held before the 
medical profession in general as desirable. 


Dr. Tollefson (closing)—This is a high incidence 
of sections, but we sometimes forget our own figures, 
and when we stop to analyze them, we are surprised 
at how many we actually do. I reported all of my 
sections. Not a single one is missing. Dr. Thomas, 
I agree with you that sectioning one out of ten is a 
very high percentage of cesarean sections. I feel that 
mine were justified on the bases I have mentioned. 
I am reminded of a quotation by A. M. Clay of 
Leeds who was concerned about the high incidence 
of cesareans in England. “There are people who 
feel much the same about reasons for section as the 
poet Henry Aldrich feit about drinking in the lines 
that will be familiar to all of you: 


“If all be true that I do think, 

There are five reasons we should drink; 
Good wine—a friend—or being dry— 

Or lest we should be by and by— 

Or any other reason why.” 


So far as twins are concerned, at no time did I 
do a cesarean for twins. I do not wish to decry the 
fact that there is a good deal of information to be 
obtained by x-ray pelvimetry. We do a flat plate 
at six to seven months and we are not missing twins 
often. Seven of these sections where we had twins 
were repeat sections, two were in the toxemia group, 
and two were in the hemorrhage group. 

There are several things that I do not consider 
in this paper. I did not talk about the anesthesia. 
It was largely spinal; a few were local. I did not 
attempt to cover complications and morbidity. 
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FEMORAL EMBOLECTOMY* 


By FurMAn T. WALLACE, M.D. 
W. F. UTTERMAN, M.D.t 
and 
T. Henpreix, M.D. 
Spartanburg, South Carolina 


Femoral emboli develop as a complication 
of a pre-existing cardiac condition. In some 
instances, the existence of the cardiac condi- 
tion may not be known to ihe patient, and 
the sudden vascular changes in the leg may 
occur without warning. 


The embolus may originate from a mural 
thrombus secondary to a myocardial infarc- 
tion or from an auricular appendage in a 
fibrillating heart. 


We wish to present and discuss briefly two 
patients with arterial emboli who have with- 
stood their cardiac and arterial afflictions and 
who have now been able to carry on for some 
months in their usual occupations. 


These are quite typical cases in that in one 
the embolus originated from a mural throm- 
bus secondary to a myocardial infarction, and 
in the other the embolus originated from an 
auricular appendage in a fibrillating heart. 
In both, emboli lodged in the common fem- 
oral artery, this being the site of lodgment in 
approximately 50 per cent of such cases. 


Case 1—W.BS., a 51-year-old white man, was ad- 
mitted to the Spartanburg General Hospital on July 
20, 1950 with a complaint of sudden severe substernal 
pain and collapse. 

The physical findings on admission were limited to 
the heart with slight enlargement, sounds of fair 
quality, no murmurs, a normal sinus rhythm and a 
rate of 100. The blood pressure was 150/95. An elec- 
trocardiogram revealed typical findings of a recent 
posterior myocardial infarction. 


The patient was treated with absolute bed rest, 
quinidine, nasal oxygen and dicumarol. He had a 
smooth and uneventful hospital course. At the pa- 
tient’s insistence, he was discharged on the seventh 
day for further rest and treatment at home. He was 
re-admitted on August 5, 1950, 16 days after his in- 
farction, with complaints of a sudden onset of numb- 
ness and a sensation of coldness in the right leg 5% 
hours before admission, followed in one hour by 
severe pain in the extremity. Within three hours of 
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the onset, the patient was unable to move the foot or 
toes. 

On physical examination the blood pressure was 
95/68, heart sounds were normal with a sinus rhythm 
and a rate of 76. The findings were limited to the 
right lower extremity. The lower third of the thigh 
was cooler than its fellow, the upper third of the leg 
cooler still, and the remainder of the leg and foot 
were cold. The skin of the leg and foot was pale 
and clammy, and the nail beds were cyanotic. The 
foot blanched very slightly on  straight-leg-raising. 
The dorsalis pedis and popliteal pulsations were not 
palpable. A definite pulsation or impulse of the com- 
mon femoral was palpable at the level of the inguinal 
ligament. A diagnosis of embolus of the right common 
femoral artery with doubtfully adequate collateral 
circulation was made and embolectomy recommended. 
Depotheparin, 200 mg. and dicumarol, 200 mg. were 
administered. 


At operation, approximately 9 hours after the onset 
and under local anesthesia, a 5 cm. skin incision in 
the course of the common femoral artery was made. 
The sartorius muscle was retracted laterally, and the 
femoral artery exposed. Proximal and distal loops of 
small soft rubber catheters were placed under the 
artery for control of bleeding as needed, and the 
artery was opened through a 1 cm. vertical incision. 
The artery was observed to be in a state of intense 
spasm, being about one-third of an average circum- 
ference and resembling a thick fibrous cord. Proximal 
aspiration of blood clot to approximately the level 
of the bifurcation of the common iliac artery was suc- 
cessful in obtaining a steady, although not pulsating, 
flow of fresh blood. The lack of pulsation no doubt 
was due to the intense spasm. Aspiration of the clot 
distally for a distance of 3-4 inches revealed that dark 
non-coagulated blood filled the vessel beyond this 
point. The vessel was then closed with a continuous 
everting suture of 00000 silk. A peri-arterial sympa- 
thectomy was then done by stripping the vessel clean 
of adventitia and surrounding tissues. The wound 
was closed in routine position. The patient was then 
turned on his left side and a paravertebral sympa- 
thetic block, using procaine, 1 per cent, was done 
at the second, third, and fourth lumbar levels. 


At no time during the postoperative course were 
the popliteal and dorsalis pedis pulsations palpable; 
however, the extremity remained as warm as its fellow 
except for slight cooling of the dorsum of the foot 
and coldness of the toes. Daily paravertebral sympa- 
thetic blocks were done, anticoagulants were continued, 
and at the time of discharge 10 days postoperatively, 
no temperature changes were noted except for cool- 
ness of the toes. The patient was ambulatory at the 
time of discharge. 

The patient was re-admitted on July 20, 1950, five 
weeks after embolectomy because of persistent pain and 
exquisite tenderness in the right great toe and ball 
of the foot, presumably on an ischemic basis. This 
was relieved by thoroughly crushing the median plan- 
tar nerve a short distance distal to its origin. Al- 
though the patient complained mildly at first about 
the anesthesia necessarily produced, he soon became 
accustomed to it and was entirely satisfied with the 
final result. As a final complication the patient de- 
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veloped a superficial wound abscess at the site of 
nerve interruption which responded slowly to treat- 
ment and was completely healed six weeks after the 
procedure. Since this date, he has had no difficulties 
and has been carrying out his duties as a maintenance 
man in the employ of a large plant regularly. 

Case 2.—Mrs. D.S., a white woman, 51 years of age, 
who had always been in good health was admitted to 
the Spartanburg General Hospital on April 24, 1950, 
with complaints of onset of numbness and coldness in 
the left lower extremity followed shortly by severe pain 
and inability to move the toes or foot. The onset was 
four hours before admission. 


Physical examination revealed a woman with 
a blood pressure of 146/90, an irregular pulse with a 
rate of 90, and a respiratory rate of 22. The findings 
were limited to the heart and left lower extremity. A 
completely irregular heart beat was present with no 
demonstrable cardiac enlargement or murmurs. There 
was no physical evidence of congestive heart failure. 
The left lower extremity was cool in the lower third 
of the thigh and cold from the knee down. The skin 
of the leg was pale and clammy with a faint mottling 
over the dorsum of the foot. No arterial pulsations 
were palpable in the limb except those of the common 
femoral artery slightly below the inguinal ligament 
and these were decreased as compared to the right. 

Diagnoses of arteriosclerotic heart disease with auri- 
cular fibrillation and embolism of the left common 
femoral artery were made. Immediate operation was 
recommended. 


Under spinal anesthesia limited to one lower ex- 
tremity, a procedure similar to that described in 
Case 1 was carried out. Vasospasm was not marked. 
Dark blood escaped when the artery was opened. A 
firm clot was removed by suction at the level of the 
inguinal ligament following which a rapid flow of 
arterial blood was obtained. The artery pulsated well 
after closure. 


The patient did well postoperatively. Clotting times 
were maintained at therapeutic levels for one week 
by the use of depotheparin. The leg and foot re- 
mained as warm as on the right throughout the 
hospital course except for slight coolness of the toes, 
although the dorsalis pedis and popliteal pulsations 
were not palpable. A thickened, discolored, leather- 
like area of skin approximately 2 cm. in diameter de- 
veloped in the posterior aspect of the left heel which 
was assumed to be due to pressure and circulatory 
ischemia locally. This was slowly healing at the time 
of discharge 28 days after admission. The patient 
required one paravertebral sympathetic block for an 
episode of pain in the foot on the tenth postoperative 
day, the pain being relieved for the remainder of the 
hospital stay by the block. Otherwise, the patient 
remained comfortable throughout except for slight 
pain and moderate tenderness in the heel region men- 
tioned above. She was ambulatory after the tenth 
postoperative day. 

On June 14, 1950, approximately seven weeks after 
embolectomy, the patient was re-admitted with com- 
plaints of persistent pain and coldness of the left foot. 
A diagnosis of chronic vasospasm was established and 
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a left lumbar sympathectomy was done, the second 
and third lumbar ganglia and adjacent sympathetic 
trunk being removed. This procedure effectively re- 
lieved the pain and the foot remained warm and 
comfortable throughout her hospital stay. She was 
discharged on the sixth postoperative day and was 
ambulatory on discharge. 


Four months after sympathectomy the leg and foot 
appeared entirely normal in color, temperature, and 
function. The leather-like area on the heel had en- 
tirely cleared, and the patient had returned to her 
work in a textile plant and worked regularly. 


LONG TERM FOLLOW-UP 


The patient in Case J has continued to be 
well and to carry out all of his duties. 

In Case 2 the auricular fibrillation per- 
sisted, and the patient had a cerebral embo- 
lism which was fatal one and one-half years 
after the original discharge from the hospital. 


DISCUSSION 


When auricular fibrillation persists in a 
patient who has had an embolism, subsequent 
episodes of embolism are likely to occur. 
These are frequently fatal. It seems advis- 
able to make every effort to carry out de- 
fibrillation after the first episode of embo- 
lism. Because of the risk of embolism at 
the time of conversion, there has been hesi- 
tation in attempting it. 

However, it is felt that thrombi which pro- 
duce embolism have not been present more 
than forty-eight hours. It is advisable to ad- 
mit the patient to the hospital and institute 
heparinization for three days before defibril- 
lation is attempted. 

It is now felt that regional heparinization 
as devised by Murray and Best? and as elabo- 
rated upon by Freeman, Wylie and Gilfillan® 
should be frequently utilized following embo- 
lectomy and that general use of this procedure 
will probably increase the advantages of com- 
pletely successful embolectomies. 

Appropriate sympathectomy should be re- 
sorted to whenever possible and as promptly 
as possible whenever circulatory inadequacies 
in cases of peripheral embolism treated with 
embolectomy become apparent. In Case 1 we 
should have much preferred a lumbar sympa- 
thectomy to relieve the residual foot pain, and 
it was only at the insistence of the patient 
that the lesser procedure of peripheral nerve 
interruption was carried out. 


+ 
at 
. 


298 SOUTHERN MEDICAL JOURNAL 


SUMMARY 


(1) Two patients in whom arterial embo- 
lism and its complications were treated by 
embolectomy and other measures were re- 
turned to active life. 


(2) Embolectomy is advocated in all cases 
of peripheral arterial embolism whenever 
possible. 


(3) Regional heparinization as a valuable 
adjunct to embolectomy is advocated. 

(4) Appropriate sympathectomy is indi- 
cated when residual circulatory deficiencies 
become manifest after embolectomy. 
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A BASIS FOR THERAPY OF COMMON 
SKIN DISEASES* 


By Bepnar, M.D. 
Oklahoma City, Oklahoma 


The basis for therapy of common skin dis- 
eases, as in all types of disease, depends upon 
early accurate diagnosis and determination of 
etiology. In this short discussion no attempt 
will be made to cover diagnosis. I shall merely 
review the basic principles of treatment after 
the diagnosis has been made. 

Most of the common skin diseases fall under 
the heading of diseases caused by infection. 
Infection can be by animal parasites, fungi, 
bacteria, or viruses. In the past few years new 
methods and drugs have completely revolu- 
tionized the treatment of infections, and at 
the present time good results can in most cases 
be obtained. Fortunately, these new methods 
of therapy do not depend upon expensive or 
bulky equipment, but may be used by any 
physician in any locality. In the very near fu- 
ture specialists will be seeing very few, if any, 
of the common diseases since the treatment of 
them will rest completely in the hands of 
competent general practitioners. 

Diseases due to animal parasites may be 
divided into two groups: the first group is 
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composed of those which contact the skin, 
traumatize it, and then leave. In the second 
group are those which contact the skin, stay 
there and continue to traumatize it until they 
are eradicated. 


I shall discuss therapy for these two groups 
separately, but first let us consider a few 
prophylactic measures which can be used. 
DDT® powder or spray was developed during 
the last war, and is very effective in insect 
control by communities. Twenty per cent di- 
ethyl or dimethyl phthalate in an ointment 
base is an efficient mosquito repellent. Twen- 
ty-five per cent precipitated sulfur in a van- 
ishing cream base is effective against chiggers, 
and twenty-five per cent rotenone in a cream 
or lotion will discourage adventuresome ticks. 


Treatment of the first group of conditions 
caused by animal parasites is intended to re- 
lieve the symptoms which arise from their 
bites or other trauma and prevent secondary 
bacterial infection. The bite of the black 
widow spider is fairly common in our rural 
communities. Calcium gluconate given intra- 
venously will relieve the intestinal symptoms 
but morphine may be required also in some 
cases. Hot moist packs applied locally with 
incision and drainage may also be_ indi- 
cated. The oral administration of antihista- 
mines will do much to relieve the symptoms 
of multiple bee stings and insect bites. Tick 
bites rarely give rise to serious discomfort 
except when the head remains in the skin, in 
which case, secondary bacterial infection with 
abscess formation and severe constitutional 
symptoms may develop. 


The second group of diseases, due to animal 
parasites, requires therapy directed to first 
getting rid of the parasites and then relieving 
the symptoms which they have caused. Pedi- 
culosis infestations are no longer any serious 
problem. There are several effective remedies 
such as cuprex,8* kwell,8t and tincture of 
larkspur N. F. with 0.5 per cent mercury bi- 
chloride. However, it seems that combinations 
of benzyl benzoate, DDT® and _ benzocaine, 
such as topocide,®{ and paracine§ are the more 
convenient to use and are effective against the 
lice and their nits. One application is usually 
sufficient however, it may be necessary to use 
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them two or three times, at weekly intervals, 
in stubborn cases. The ointment is applied to 
the affected areas after bathing and is allowed 
to remain on the body for twenty-four hours. 
It is then removed with soap and water and 
all soiled clothing and bed clothing are re- 
moved for disinfection by boiling, dry clean- 
ing or anti-parasitic powders such as DDT® 
or pyrethrium. 

These same preparations are equally effec- 
tive against scabies infection but benzyl ben- 
zoate emulsion* is just as good and is not so 
irritating to the individual. It is well to men- 
tion at this time that any preparation con- 
taining DDT® is an irritant and can be quite 
painful when applied around the genital areas 
or on children. It is wise to apply the oint- 
ment to a small area at first, then if the pa- 
tient is sensitive to it some other remedy can 
be used. Larva migrans or creeping eruption 
occurs fairly often. It usually responds to 
freezing with ethyl chloride spray or carbon 
dioxide snow. When these measures fail, intra- 
venous duaden® can be tried. The symptoms 
caused by this second group of parasites can 
be partially relieved by the antihistamines or 
aspirin. 

As we move on to infections due to fungi, let 
us recognize that there are two distinct types, 
the deep and the superficial. The treatment 
of neither is completely satisfactory. Of the 
deep variety, sporotrichosis, and actinomycosis 
are mentioned. Spontaneous recovery un- 
doubtedly occurs in both diseases, but in view 
of the fact that death has been reported in 
many cases, rigorous treatment is indicated. 
Potassium iodide is almost specific in sporo- 
trichosis. It is started with a dosage of ten 
drops of saturated solution in water three 
times a day by mouth, increasing the dose 
five drops each day until a total of thirty to 
forty drops three times a day are being given. 
Local application of iodex® ointment or Lu- 
gol’s solution is also recommended. The best 
type of therapy for actinomycosis still remains 
rather undetermined. Potassium iodide can 
be used, but in my opinion the best results 
are obtained by giving large doses of peni- 
cillin and sulfadiazine together. X-ray therapy 
has no direct effect on the fungus in these 
deep fungus infections, but it definitely does 
inhibit their spread by fibrosing the surround- 
ing tissue, especially the lymphatics. 
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In general, the basic principle involved in 
treating superficial fungus infection is that of 
exposing as much of the fungus as possible to 
fungicidal agents. This is accomplished by 
mechanical removal, soaking away of scales 
and other debris, then applying fungicidal 
soaks, liquids, creams, ointments, or powders. 


Dermatophytosis, or athlete’s foot, is by far 
the most prevalent of the superficial fungus 
infections. Some authors place the incidence 
as high as 80 per cent in certain segments of 
our population. There are two types of ath- 
lete’s foot. One is acute and inflammatory in 
nature and responds rather well to treatment. 
The other is dry and chronic, and at times, is 
very resistant to all types of therapy. The 
acute phase of the inflammatory type must be 
approached conservatively just like any other 
acute dermatitis. Applications of strong fun- 
gicides such as sopronol® or desenex® might 
precipitate a severe generalized id eruption. 
In this stage, 1/9000 potassium permanganate 
soaks, used several times daily after mechani- 
cal debridement, are very effective. Warm 
boric acid packs may be used equally well. 
Systemic therapy with sulfadiazine may be 
necessary in those cases in which severe sec- 
ondary bacterial infection is present. Anti- 
biotics, derived from fungi, should not be used 
because of the danger of sensitivity on the part 
of the patient. After this form of therapy has 
been used for several days and the acute na- 
ture of the disease has diminished, more spe- 
cific remedies can be started. Furaspor® 
cream is mild and pleasant to use. Half- 
strength sopronol,® desenex,® asterol® or oth- 
ers do equally well, and after a week or so can 
be increased to full strength. Most of these 
cases have an uneventful recovery. On the 
other hand, a few develop into the dry or 
chronic type of dermatophytosis. Thickening 
and lichenification can be removed with sali- 
cylic acid. Half-strength Whitfield’s ointment 
applied each night is very effective in expos- 
ing the fungus. Ammoniated mercury oint- 
ment in a strength of from 3 to 5 per cent 
does well in some cases. Three per cent vio- 
form® cream can often be used to an ad- 
vantage. Superficial x-ray therapy certainly 
is of value in chronic cases, but no one seems 
to understand why. When an id eruption 
is present or develops during the course of 
dermatophytosis, it is treated symptomatically, 
since it will improve along with the under- 
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lying fungus infection. Antihistamines by 
mouth seem to offer relief at times. Calamine 
lotion, plain or with | per cent phenol or | 
per cent liquor carbonis detergens, often gives 
good results. The use of nupercainal® cream, 
surfacaine,® and other similar preparations 
should be avoided because of the danger of 
superimposing a chemical dermatitis upon the 
id eruption. 

With the exception of tinea capitis, all 
of the tinea infections respond well and are 
rather simple to treat. The application of 10 
per cent to 25 per cent sodium hyposulfite 
solution followed by 3 per cent vioform® 
cream twice daily usually gives good results. 
In stubborn cases 3 to 5 per cent ammoniated 
mercury ointment should be remembered, but 
this drug can produce quite severe chemical 
irritation in sensitive individuals. Tinea cap- 
itis in contrast with the other superficial fun- 
gus infections, can be very resistant. The 
Wood's light is most helpful both in making 
the diagnosis and in following the progress 
of treatment. A typical green fluorescence is 
produced when infected hairs are exposed 
under this light. Thus, they are exposed and 
can be pulled for examination under the 
microscope after application of 10 per cent 
sodium hydroxide. In all positive cases, the 
hair should be clipped close to the scalp and 
kept very short until after treatment has 
ceased, and after several weekly examinations 
under the Wood’s light have revealed no flu- 
orescence. The whole scalp should be scrub- 
bed with tincture of green soap daily, and 
all visibly infected hairs pulled out with 
tweezers. Local application of fungicidal oint- 
ment should be made two or three times daily. 
The head should be kept covered with a 
cotton skull cap. Any number of fungicidal 
ointments are good, but salinidol® seems to 
be the current favorite. Three to 5 per cent 
ammoniated mercury ointment has always 
given good results. The use of x-ray in any 
form, whether for treatment or epilation, is 
mentioned only to be condemned. It is no 
more justified in the treatment of fungus in- 
fection of the scalp than it is justified in the 
treatment of superfluous hair anywhere on 
the body. Manual epilation is tedious but 
safe. 

Other superficial fungus infections such 
as Monilia or Aspergillus, whether located in 
the mouth, vagina, external auditory canal 
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or elsewhere, usually respond well when treat- 
ed with gentian violet, proprionic acid prep. 
arations or others. Cresatin®* has been very 
effective in treating ear infections and seems 
to be of some use in treating under and 
around finger and toe nails. Of course, here 
again small doses of superficial x-ray definitely 
are of benefit for some unknown reason. 

Cutaneous bacterial infections probably ac- 
count for more disability than any other sin- 
gle group of skin diseases. Since the intro- 
duction of antibiotic preparations, the treat- 
ment of these infections has become almost 
completely revolutionized. However, this does 
not mean that time honored principles of 
treatment and older remedies have been re- 
placed entirely. Application of heat in the 
form of boric acid packs, or soaks, and the 
light cradle cannot be ignored. Early de- 
bridement of the lesions and drainage of pus 
pockets are essential procedures. Desiccation 
under local anesthesia is still the simplest and 
most effective manner in which to remove 
pyogenic granulomas. Superficial x-ray ther- 
apy remains indispensable in certain chronic 
cases of pyoderma, acne vulgaris, and others. 

There are two types of bacterial infection, 
primary skin infection and secondary _bac- 
terial invasion of some other underlying skin 
disease. It is necessary that we recognize this 
underlying pathology in order to treat effec- 
tively. Any of the infections by animal para- 
sites, fungi or the viruses may be secondarily 
invaded by bacteria. Seborrheic dermatitis is 
often so infected. The bacteria usually disap- 
pear when antibiotics are applied but the seb- 
orrheic dermatitis remains. Selsun suspensiont 
is proving very effective in combating seborr- 
hea and seborrheic dermatitis. Contact derm- 
atitis, in its various forms, is frequently com- 
plicated by bacterial contamination and the 
application of irritating antiseptics may serve 
only further to aggravate the patient’s con- 
dition. 

When using antibiotic or chemical agents, 
we must decide whether to apply them locally 
or give them systemically. Local applications 
work well when they can come in contact with 
the bacteria. This can often be accomplished 
after debridement in impetigo, impetiginous 
dermatitis, otitis externa, and most secondary 


*Sharp & Dohme. 
tAbbott. 
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infections. Systemic therapy is indicated in 
any severe infection in which the patient is 
having chills, fever, lymphangitis, and so on. 
It is also necessary in those conditions where 
it cannot be applied in contact with the bac- 
teria such as ecthyma, pustular folliculitis, 
furunculosis, paronychia, and so on. 

There are several factors involved in decid- 
ing just which antibiotic or chemical to use. 
When a remedy is to be used locally, try to 
avoid using one which might be given sys- 
temically later on. Tyrothricin, bacitracin, 
neomycin, and polymyxin B® are very ef- 
fective locally and are not given systemically. 
When prescribing a local application, avoid 
remedies to which a large number of patients 
are known to be sensitive. Furacin,® peni- 
cillin, sulfonamides, streptomycin, bichloride 
of mercury, and tincture of iodine are all 
prone to produce severe reactions in many pa- 
tients. On the other hand when choosing a 
drug to give systemically, use those which are 
effective against the largest number of the 
various types of bacteria found in cutaneous 
infections. Both terramycin and aureomycin 
are broad spectrum antibiotics and can be 
given by mouth. Penicillin has almost as 
broad a spectrum as these and is much 
cheaper for the patient. Sulfonamide drugs 
are effective against a wide range of bacteria 
but are more toxic than the antibiotics. The 
use of autogenous vaccine, injections of tox- 
oid (staphyloccus or streptococcus) and non- 
specific protein therapy are measures which 
by no means should be forgotten. 


Virus infections of the skin, in contrast 
with the three types of infection already men- 
tioned, is a group of diseases for which no 
outstanding new treatment has been developed 
in the past few years. High hopes were held 
for terramycin, chloramphenicol and aureo- 
mycin in treating herpes zoster, condyloma 
acuminata, molluscum contagiosa, and the 
various types of warts. They may be of some 
value and are certainly worthy of a trial in 
severe cases, but their effect is so uncertain 
and erratic that they cannot occupy a position 
of much importance in the therapy of cu- 
taneous virus diseases. 


The use of podophyllin in removing condy- 
loma acuminata or venereal warts is proving 
to be much better than the older methods. 
It is applied in the form of a 20 per cent 
solution either in oil, alcohol, ointment, or 
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tincture of benzoin. The latter seems to be 
the best vehicle. We must be careful not to 
apply it to the surrounding normal tissue. 
The treatment of a few lesions at seven to 
ten-day intervals is best. In a few resistant 
cases, surgical removal or desiccation may be 
necessary. 


Repeated vaccination with smallpox vac- 
cine has proven fairly reliable in preventing 
recurrent herpes simplex. The vaccinations 
are given in the routine manner at two-week 
intervals, eight or ten times. However, none 
of the remedies reported in the current lit- 
erature for herpes zoster have as much to 
offer either from a practical or theoretical 
standpoint as irradiation of the involved dor- 
sal root ganglia with x-ray. 

It is difficult to evaluate the results ob- 
tained from the therapy of warts. We all 
know that they disappear spontaneously in 
most cases. However, they can remain for 
years. Desiccation with the high frequency 
spark, carbon dioxide snow, and the cautious 
application of bichloride or trichloracetic 
acid have all been used for years and are still 
the most reliable forms of therapy. X-ray is 
the treatment of choice for simple plantar 
warts; however, it is dangerous and should 
be attempted only by those well versed in this 
type of therapy. 


DISCUSSION (Abstract) 


Dr. Lowry H. McDaniel, Tyronza, Ark.—I have 
had splendid success with a 1 to 16 solution of 
mecresin® as a wet dressing in acute, oozing, itching 
and painful athlete's foot. It gets rid of the infec- 
tion much more promptly than boric acid wet dress- 
ings, in my hands. 

Dr. Bednar—tI have not used mecresin® I have 
discussed it with other physicians, and you are not 
the only doctor who is getting good results with it. 


Dr. Lewis Capland, Miami, Fla.—What allows you 
to make the broad dogmatic statement that x-ray has 
no place in the treatment of tinea capitis? 


Dr. Bednar.—In the past sixteen years I have seen 
many cases of permanent baldness which resulted 
from the use of x-ray in the treatment of tinea capitis. 
One of these cases is completely bald. Many have 
telangiectasis and several have developed epitheliomas 
as a result of the x-ray treatments. In the same sixteen 
years, I have never seen a case of tinea capitis pro- 
duce permanent baldness when it was treated con- 
servatively as I described in my paper. From a 
practical standpoint this is enough to convince me 
that x-ray is not indicated in the treatment of tinea 
capitis. In my opinion, the epilation dose of x-ray 
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is too high to be figured accurately and safely admin- 
istered to the convex surface of the scalp of small 
children in the treatment of a benign condition such 
as tinea capitis. 


Dr. Estella G. Norman, Miami Springs, Fla.—Please 
repeat the treatment for warts. 


Dr. Bednar.—For severe cases of warts, that is, 
where there are innumerable lesions, usually occur- 
ring in children, I think the first thing we should 
try is the oral administration of terramycin. I have 
had wonderful results in some of those cases. But, 
there again, we never know whether we give the ter- 
ramycin about the time the warts are ready to go 
away of their own accord or not. It is hard to evalu- 
ate. Where I see that type of patient, I put him 
on terramycin. For a child, I give 50 milligrams 
twice a day for thirty days. This small dose is well 
tolerated, but I have had some cases in which the 
warts completely disappeared in two or three weeks 
after the treatment was started. Ordinarily I should 
expect it to be anywhere from four to eight weeks 
before the warts completely disappear. 

For simple warts where there are only four or five 
around the hand, I believe desiccation with the high 
frequency spark is the simplest way, but they may 
also be treated with carbon dioxide snow equally 
well. In fact, it is a very pleasant way of doing it. 
It does not hurt the patient as much. 


The Kidd Manufacturing Company makes a little 
carbon dioxide snow kit with plastic tubes of varying 
sizes, which can be purchased from most surgical 
supply houses. It utilizes small ten cent containers 
of carbon dioxide gas. It is economical, easy to use, 
and very handy. Make your applicator to fit the 
wart, put it on the wart under pressure for from 
twenty to thirty seconds. A vesicle will form under 
the wart and it will come off within a few days. 


Dr. H. L. Brockmann, High Point, N. C.—May I 
ask, would not dry ice be just as good? 


Dr. Bednar—yYes, it will do just as well. It can 
be shaped to fit the wart. By the way, these dry 
ice applicators are very effective in treating capillary 
hemangiomas in children. The same technic is fol- 
lowed there. 


Dr. Donald H. Crook, Troy, Ala—Will you dis- 
cuss briefly management of alopecia areata in a 
small child who appears otherwise well? 


Dr. Bednar.—Gentlemen, I wish to impress upon 
you one thing in this type of therapy. You treat the 
mother, not the child. The mother is the one who 
is upset; the child very seldom has much concern 
about it. As you know, alopecia areata will get well 
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of its own accord in just a matter of weeks. I should 
say on the average of six to nine weeks. 

When the mothers bring these children in to me 
I apply a saturated solution of salicylic acid in 
phenol on the area involved and allow it to stay 
for twenty to thirty seconds, after which I remove 
it with alcohol. It improves the circulation to that 
part of the scalp and produces an erythema for from 
one to several hours. ‘Theoretically it is of value, 
but practically I cannot see that it is anything to 
brag about. It is just something to do while the 
baby is getting well. Vitamin A and D ointment is 
a good preparation for the mother to apply on the 
lesion at home. In cases of chronic recurrent alopecia 
areata, and occasionally we do find them, I think 
the best thing to do is call on the pediatric psy- 
chiatrist, because that child is having emotional 
strain of some kind. If you have not one handy, 
look into the family background and find out what 
it is that is keeping that child upset most of the 
time. 


Dr. E. Paul Knotts, Denton, Md.—Would you care 
to discuss the management of infantile eczema? 


Dr. Bednar.—I shall make a few remarks on this 
subject but it would be impossible to cover it com- 
pletely in the few minutes we have left. 

The most important and occasionally the most 
difficult problem we have is that of finding the 
etiology of the eczema. The most common cause is a 
sensitivity to food, perhaps cows’ milk, eggs, wheat, 
and so on. In some cases, exogenous agents such as 
plastics, paints, articles of clothing, may cause infan- 
tile eczema. A careful history is always important 
in arriving at the diagnosis. Elimination diets and 
procedures are helpful. It may be necessary to hos- 
pitalize the child in difficult cases such as those 
caused by a bacterid eruption due to a_ bacterial 
infection somewhere in the body. 

In the treatment of this condition, goats’ milk 
has been used as a substitute for cows’ milk. Mul- 
soy,® a soybean milk substitute, has proven invalu- 
able. Oat cereals can be used when the child is 
sensitive to wheat. The various antihistamins are 
indicated and are usually beneficial. I prefer elixir 
of benadryl® because of its sedative action. Wet 
dressings, using boric acid or potassium perman- 
ganate are indicated in the acute, weeping stage of 
the disease. Later on, lotions such as calamine or 
anhydrous lanolin lotion may be used. In chronic 
cases, cfude coal tar preparations such as pediatric 
daxalan® are effective. Colloid baths are helpful. 
Perhaps the easiest to prepare is Aveeno® which can 
be found in most pharmacies. 
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SODIUM METABOLISM IN CIRRHOSIS 
OF THE LIVER 


Increasing evidence indicates that the 
edema and ascites of hepatic dysfunction may 
be brought about at least in part by retention 
of sodium. Certainly, it is now generally rec- 
ognized that the clinical picture of decom- 
pensated cirrhosis with edema and ascites 
cannot be explained entirely on the basis of 
portal hypertension and decreased concentra- 
tion of serum albumin. 


Ricketts and co-workers! investigated the 
problem of sodium retention in seven pa- 
tients in whom the diagnosis of cirrhosis of 
the liver had been histologically established. 
The results of this study indicated a decided 
diminution in the urinary excretion of so- 
dium. In order to evaluate the influence of 
the decreased osmotic pressure on glomerular 


1. Ricketts, W. E.; Eichelberger, L.; Kirsner, J. B.; and 
Palmer, W. L.: Observations Upon Electrolyte and Fluid 
Balance in Patients with Cirrhosis of the Liver. J. Lab. & 
Clin. Med., 36:980 (Dec.) 1950. 
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filtration of sodium, these workers adminis- 
tered salt-poor human albumin to these pa- 
tients. The defect in sodium excretion per- 
sisted. They postulated that the sodium re- 
tention was thus due to an increased reab- 
sorption of the sodium ion by the renal tu- 
bules. 

Goodyer and co-workers? demonstrated ex- 
cessive sodium retention in two patients with 
cirrhosis after the administration of 5 per 
cent saline. In contrast, normal patients 
promptly excreted the excess sodium. All 
the patients were shown to have normal rates 
of glomerular filtration and renal plasma 
flow. In the normal subjects and in those 
with cirrhosis uncomplicated by ascites and 
edema, 12-54 per cent of the administered 
sodium was excreted in a specified period. 
During the same interval the patients with 
edema and ascites excreted only 0.2 to 10 
per cent of the administered sodium. 

The work of Eisenmenger and co-workers* 
demonstrated similar results, and, in addi- 
tion, they found evidence of more generalized 
sodium conservation, as shown in the low 
sodium content of sweat and saliva. 

Recently conclusive evidence has been 
amassed that the liver plays an integral part 
in the metabolism of the adrenal cortical 
hormones. It has been recognized for some 
time that a reduction in urinary 17-ketoste- 
roid and an increase in free urinary estrogens 
occur in patients with liver disease.*  Like- 
wise, there is now evidence that the salt re- 
taining hormones, of which a desoxycorticos- 
terone-like steroid is the most important, are 
inactivated in the liver.® 

It is apparent that failure to inactivate salt 
retaining hormones results in an abnormal 
elevation in their concentration in body 
fluids. Such a condition lends itself readily 


2. Goodyer, A. V. N.; Relman, A. S.; Lawrason, F. D.; 
and Epstein, F. H.: Salt Retention in Cirrhosis of Liver. 
J. Clin. Investigation, 29:973-981 (Aug.) 1950. 

3. Eisenmenger, W. J.; Blondheim, S. H.; Bongiovanni, 
A. M.; and Kunkel, H. G.: Electrolyte Studies on Patients 
with Cirrhosis of Liver. J. Clin. Investigation, 29:1491-1499 
(Nov.) 1950. 

4. Williams, T. L.; Cantarow, A.; Paschkis, K. E.; and 
Havens, W. P.: Urinary 17-Ketosteroids in Chronic Liver 
Disease. Endocrinology, 48:651-657 (June) 1951. 

5. Schneider, J. J.; and Horstmann, P. M.: Effects of In- 
cubating Desoxycorticosterone with Various Rat Tissues. 
J. Biol. Chem., 191:327, 1951. 
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to abnormally high reabsorption of sodium 
by the renal tubules. Other mechanisms of 
sodium retention may also play a part. As 
further indication of such an abnormality, 
Conn and his associates' demonstrated that a 
decreased excretion of sodium in the sweat 
occurred after desoxycorticosterone acetate 
therapy. Other sodium retaining hormones, 
known to be inactivated by the liver, may 
act similarly. 

It is clear from the evidence presented that 
the decompensated cirrhotic patient retains 
abnormal amounts of sodium. This is prob- 
ably caused by excessive reabsorption of so- 
dium from the glomerular filtrate together 
with other general mechanisms influenced by 
excessive amounts of adrenal cortical hor- 
mones within the body fluids. 


A NEW ANTIBIOTIC 


Recently a new antibiotic has been added 
to the growing armamentarium for antimicro- 
bic therapy. The drug is a by-product of the 
growth of Streptomyces erythreus, and is 
apparently effective orally against a wide 
variety of organisms, particularly the gram- 
positive bacteria.* 

Erythromycin, the term by which the drug 
is known, may be either bactericidal or bac- 
teriostatic in action, depending on the sensi- 
tivity of the organism and on the concentra- 
tion of the antibiotic. It exerts its effect 
only against multiplying bacteria.* The drug 
has the ability to diffuse readily into tissue 
fluids soon after its introduction into the 
body.* Erythromycin closely resembles peni- 
cillin in its activity against the gram-positive 
organisms. In addition, it has also been 


1. Conn, J. W.; and Louis, L. H.: Production of Endog- 
enous ‘“‘Salt-Active’’ Corticoids as Reflected in Concentra- 
tions of Sodium and Chloride of Thermol Sweat. J. Clin. 
Endocrinol. 10:12-23 (Jan.) 1950. 

2. McGuire, J. M.; Bunch, R. L.; Anderson, R. C.; Boaz, 
H. E.; Flynn, E. H.; Powell, H. M.; and Smith, J. W.: 
llotycin, a New Antibiotic. Antibiotics and Chemotherapy, 
2:281, 1952. 

3. Haight, T. M.; and Finland, M.: Observations on Mode 
of Action of Erythromycin. Proc. Soc. Exper. Bio. & Med., 
81:188, 1952. 

4. Haight, T. M.; and Finland, M.: The Antibacterial Ac- 
tion of Erythromycin. Proc. Soc. Exper. Biol. & Med., 81:175, 
1952. 
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found to be effective against Hemophilus 
pertussis, Hemophilus influenzae, and several 
strains of Corynebacterium, especially the 
Corynebacterium diphtheriae.. A few of the 
larger viruses and the rickettsiae are appar- 
ently susceptible to its antibiotic action.‘ 

This antimicrobic agent is also effective 
against organisms which have become resist- 
ant to the action of other antibiotics. It is 
in such infections that this new antibiotic 
may find its greatest value. There appears 
to be an absence of cross resistance between 
erythromycin and the other antibiotics, a 
characteristic advantageous to any antibiotic. 

The drug has limited effectiveness against 
the coliform group of organisms. This fact 
may represent a significant advantage over 
some of the other antibiotics possessing broad 
spectrum activity. The suppression of nor- 
mal bacterial inhabitants of the intestinal 
lumen by the oral administration of these 
drugs has resulted in diarrhea, anorectal com- 
plications, and monilial infections of the 
mucous membranes.‘ 


Adequate dosage of erythromycin by mouth 
has been suggested to be between 0.4 and 2 
grams daily, depending, of course, on the 
severity of infection. In children a dosage 
schedule of 6 to 8 milligrams per kilogram 
of body weight every six hours is usually rec- 
ommended.® 

Toxicity to the drug has been at a mini- 
mum, even with large dosage. However, 
there may be produced gastrointestinal symp- 
toms, such as nausea, vomiting, and abdom- 
inal cramps. It is postulated that these 
symptoms are not a result of alterations of 
the intestinal flora but may be caused by a 
direct action of the drug on the intestinal 
mucosa. Discontinuance of the drug prompt- 
ly relieves the symptoms.® 

The precise role of erythromycin in the 
treatment of infectious diseases will be 
evolved only after extensive use of this drug. 
However, the early encouraging results that 


5. Haight, T. M.; and Finland, M.: Laboratory and Clin- 
ical Studies on Erythromycin. New England J. Med., 247:227, 
1952. 
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have been observed give promise that this 
drug will be another valuable antibiotic 
agent. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1928 


English Public School Food.1—At the annual con- 
ference of educational associations, held at University 
College, London, . . . Dr. Walter Kennedy . . . declared 
that...” the dietary regime of the work house is often 
superior to that of the public schools . . . the private 
soldier in the army is better fed than the average pub- 
lic school boy.” Existing arrangements at public 
schools were in most cases bound up with the system 
of houses. The heads were expected to earn their 
means of retiring out of the profits of the houses. 

Food Combustion.2— . . . It was Lavoisier’s discov- 
ery of the significance of oxygen in combustion, both 
inside the animal body and in the external world, 
which laid the corner stone of our present-day science 
of nutrition. 

A short time before his untimely death upon the 
guillotine in 1794, Lavoisier was engaged upon a study 
of human calorimetry. He had previously devised an 
instrument for measuring with a fair degree of ac- 
curacy the heat produced in small animals, and had 
sought to balance this heat against the heat repre- 
sented by the CO, and H,O given off by the animal. 
It is not improbable that if his life had been spared 
for a few years longer he would have achieved the 
demonstration accomplished only a century later by 
Rubner, of the law of the conservation of energy for 
the animal body. Rubner’s achievement was perhaps 
the greatest contribution of all time on animal calor- 
imetry. ... Rubner’s .. . laws . . . demonstrated con- 
clusively that . . . each of the three foodstuffs exerted 
a peculiar and specific effect on the heat production, 
protein producing, in a 24-hour period, the largest 
increment of heat, fat next, and carbohydrate least. ... 
Rubner’s success stimulated the construction of a 
calorimeter by Atwater and Rosa, at Wesleyan Uni- 
versity, Middletown, Conn., designed for similar experi- 
‘ments on man... in 1897 ... Dr. H. P. Armsby... 
saw the significance of these calorimetric studies for 
the vital economics of human food production in the 
bodies of farm animals; .. . In all warm-blooded ani- 
mals, including cattle, the mechanism of heat regula- 
tion is so adjusted as to maintain an approximately 
constant body temperature . . . the body is a thermo- 
stat like a laboratory incubator. 


Hospitals in the U. $.3—This week the Journal pre- 

1. Foreign Letters, London. J.A.M.A. 90:474, 1928. 

2. Editorial Review: Vital Economy in Human Food Pro: 
duction. J. Nutrition, 1:91, 1928. 


3. Editorial: Hospital Service in the United States. J.A.M.A., 
90:983, 1924. 
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sents the seventh annual compilation of statistics re- 
garding hospital service in the United States. ...A 
conservative estimate is that more than 85,000 physi- 
cians are practicing in hospitals. . . . Physicians are 
enrolled in the various specialties as follows: surgery, 
11,391; eye, ear, nose and throat, 4,700; pediatrics 
3,052; internal medicine, 2,933; obstetrics, 2,378; urol- 
ogy, 1,971; obstetrics and gynecology, 1,817; roentgenol- 
ogy, 1,504; ear, nose and throat 1,477; ophthalmology, 
1,296; gynecology, 1,282; neurology and psychiatry, 
1,121; and twelve other specialties, making a total of 
40,339. 


Greasy Skin4A—While feeding groups of rats with 
a ration presumably balanced and adequate, it was 
observed that young rats failed to grow at a normal 
rate and that few of the females matured sexually. 
During this stunted condition the hair on many of 
these rats began to look oily and later became ex- 
cessively greasy. If the same ration was fed to adult 
rats, the lactating mothers and their baby rats devel- 
oped this greasiness to an extreme degree and in all 
cases the hair became thin and showed a tendency 
to fall. . . . The medical literature describes an 
excessive greasiness of skin and hair in human beings 
called “seborrhea,” apparently caused by hypersecre- 
tion by the sebaceous glands .. . observations seem 
to suggest that the sebaceous glands sympathize with 
changes in the sexual organs. . . . Frequent appear- 
ance of greasiness in . . . experimental animals caused 
us to wonder if there might be a direct transfer of 
the fat in the diet to the skin and hair through 
some faulty metabolism. . . . Sudan III . . . seems 
to adhere to the fatty acid portion of the fat molecule 
and is not transferred during digestion, absorption 
or assimilation of the fat. We added Sudan 
III to the fat in our rations, making them a brilliant 
red. . . . Within five hours the ears and eyes of 
the albino rats took on a deeper pink color and 
in twelve hours there was a decided purplish tint 
to the skin that showed through the white fur... . 
Read mentions that the Sudan III is excreted in 
the feces but not in the urine of normal animals. 
In our animals, the urine was very pink in color 
while no trace of Sudan III was noticed in the feces. 

. . A microscopic study was made of cross sections 
of the skins of greasy rats. . . . A very marked de- 
generation is to be noted in both cases where the 
rats were greasy .. . the greasy rat skins contained 
noticeable quantities of fats and fatty acids with 
only a small amount ‘of cholesterol . . . normal skin 
seems to show a predominance of cholesterol and 
exycholesterol as its fatty constituents. 


4. Richardson, Jessie E.; Palmer, L. S.; and Kennedy, Cor- 
nelia: The Interrelationship of the Carriers of Vitamins A 
and B as Affecting the Growth and Development of the 
Tissues and Organs of Young Animals. Amer. J. Physiol., 
83:712, 1928. 
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To the Members of the Southern Medical Association: 


Enroute after a busy but profitable day at the home 
office in Birmingham on Saturday, February 7, I find 
myself pondering over the problems of the Southern 
and happy over the progress which is evident since my 
first affiliation in 1924. The Executive Committee of 
the Council and your elected officers discussed many 
phases of the Association and outlined plans for the 
next annual meeting in Atlanta, October 26-29. 


Besides the pleasure of being with old friends, it is 
an inspiration to see how freely and unselfishly these 
men give of their time and money in order that your 
Association may function. Such meetings make one 


. . 
remindful of the great indebtedness we owe the pio- 


neers of this organization. 


During the latter part of January your President 
and Secretary-Manager were official representatives of 
the Southern Medical Association to the International 
Congress on Vitamins and Nutrition held in Havana, 
Cuba. The hospitality of our Cuban neighbors is un- 
surpassed. Northwestern University, Chicago, in co- 
operation with the University of Havana, are doing 
some valuable and interesting research under the super- 
vision of our own Dr. Tom D. Spies and his associates. 
May their good work continue. 


President’s Page 


During the past month you received communication 
from your officers outlining some benefits of the group 
disability insurance program which is being offered. 
You should make application for this noncancellable, 
low priced policy at once. If you are a member of the 
Southern Medical Association in active practice and 
under 70 years of age you can receive the benefits 
without physical examination. Physicians who are not 
members of the Association but eligible for member- 
ship, may join the Association and then apply for this 
insurance. The advantages of this plan are being 
offered only to active members of the Southern Medical 
Association. 


Regardless of how many other accident and health 
policies you may have, you are still eligible to apply 
for this group policy. Furthermore in case of disability 
the benefits from this policy will be paid in full and 
not on a pro-rata basis. 

If you are physically fit today, you may not be to- 
morrow. Unless fifty per cent of the membership is 
enrolled those who are not physically fit may be de- 
prived of this protection. Apply today and urge your 
associates to do the same. Your officers and Councilors 
are proud to be able to offer this protection. 


WALTER C. JONES, M.D., President 


Miami, Florida, February 15, 1953 
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INTERNATIONAL CONFERENCE ON VITAMINS AND NUTRITION, joint session of Colegio Medico 
Nacional de Cuba (Cuban Medical Association) and Colegio Medico de la Habana (Havana Medical Asso- 
ciation) held at the headquarters of Colegio Medico Nacional de Cuba, Havana, Cuba, Monday, January 
26 at 7:00 p.m., a reception followed by a scientific session. Presiding (standing), Dr. Jose Angel Bustamante, 
President, Colegio Medico Nacional de Cuba, Havana. a 


Front row, left to right: Dr. Tom D. Spies, Co-Director, Studies in Nutrition, Pabellon Especial, General 
Calixto Garcia Hospital, University of Havana, Havana, Cuba; Director, Nutrition Clinic, Hillman Hospital, 
Birmingham, Alabama; and Professor and Head of Department of Nutrition and Metabolism, Northwestern 
University Medical School, Chicago, Illinois; Mr. C. P. Loranz, Secretary and General Manager, Southern 
Medical Association, Birmingham, Alabama; Dr. Walter C. Jones, President, Southern Medical Association, 
Miami, Florida; Dr. Angel Reaud, President, Colegio Medico de la Habana, Havana, Cuba; Dr. Carrera, Dean 
of Social Sciences, University of Havana, Havana, Cuba; Dr. Guillermo Garcia Lopez, Co-Director, Studies in 
Nutrition, Pabellon Especial, General Calixto Garcia Hospital, University of Havana, Havana, Cuba; and 
Dr. Norman Jolliffe, President, National Vitamin Foundation, New York, New York. 


Back row, left to right: Dr. Jose Bisbe, Professor of Medicine, University of Havana School of Medicine, Ha- 
vana, Cuba (Dr. Bisbe was one of a group of distinguished Havana physicians who attended the first meet- 
ing of the Southern Medical Association in Miami, November 1929); Dr. Louis H. Bauer, President, Amer- 
ican Medical Association, and Secretary-General, World Medical Association, New York, New York; Dr. Angel 
Vieta, Dean, University of Havana School of Medicine, Havana, Cuba; Dr. J. R. Miller, President, Northwest- 
ern University, Chicago, Illinois; Dr. J. R. Killian, President, Massachusetts Institute of Technology, Cam- 
bridge, Massachusetts; Dr. Austin Smith, Editor, Journal of the American Medical Association, Chicago, 
Illinois; Dr. Robert S. Harris, Professor of Biochemistry of Nutrition, Massachusetts Institute of Technology, 
Cambridge, Massachusetts; and Dr. Robert R. Williams, Chairman, Williams-Waterman Fund for the Combat 
of Dietary Diseases, Research Corporation, New York, New York. (Dr. George F. Lull, Secretary and General 
Manager, American Medical Association, Chicago, Illinois, was in Havana for the Conference but was ill and 
not able to attend this Monday evening session.) 


See next page for more about the Conference. 
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INTERNATIONAL CONFERENCE ON 
VITAMINS AND NUTRITION 


An International Conference on Vitamins 
and Nutrition was held in Havana, Cuba, 
January 26-27, 1953. There were present dis- 
tinguished scientists from the United States 
working in the field of vitamins and nutrition, 
some on the formal programs of the Confer- 
ence and others as interested observers and 
contributors. In addition there were in at- 
tendance officers of the two most important 
medical associations in the United States, the 
American Medical Association and the South- 
ern Medical Association, officially represent- 
ing their associations. 

Those in attendance at the Conference from 
the United States, as well as some distin- 
guished physicians in Havana, were the guests 
of United States Ambassador and Mrs. Willard 
L. Beaulac for a reception Sunday evening, 
January 25, at the residence of the Ambass- 
ador. 

On Monday forenoon there was an official 
visit to the Pabellon Especial at General Ca- 
lixto Garcia Hospital, University of Havana. 
Dr. Tom D. Spies and Dr. Guillermo Garcia 
Lopez are Co-Directors of Pabellon Especial. 
Cases were shown of men and women who had 
been considered incurable, bedridden invalids, 
some for many years, who by medication and 
diet had been rehabilitated and were now able 
to resume normal activities, men again able 
to work and make a living and women to 
resume the usual home activities. Following 
the visit to Pabellon Especial there was a tour 
of the Hospital. 


At noon on Monday at the Hotel Nacional 
there was a luncheon given by the Comite Cu- 
bano-Americano pro Fundacion de _ Investi- 
gaciones Medicas (FIM) (Cuban-American 
Committee for Medical Research). 

In the evening there was a reception at the 
Colegio Medico Nacional de Cuba (Cuban 
Medical Association), followed by a long sci- 
entific program. (See picture and names on 
preceding page.) The scientists and repre- 
sentatives of the medical associations of the 
United States were officially presented. Dr. 
Bauer and Dr. Smith were presented by Dr. 
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Bustamante; Dr. Miller and Dr. Killian by 
Dr. Vieta; Dr. Jones and Mr. Loranz by Dr. 
Reaud, and Dr. Spies and others on the sci- 
entific program by Dr. Garcia Lopez. All who 
were presented responded briefly to their pres- 
entations*. In the program following the re- 
ception presentations were made by scientists 
in the fields of medicine (nutrition) and agri- 
culture, all dealing with the relation of food 
to health. 

On Tuesday morning an official visit was 
made to the Carlos Finlay Institute where re- 
cently a Nutrition Laboratory had been es- 
tablished under the sponsorship of the Comite 
Cubano-Americano pro Fundacion de Inves- 
tigaciones Medicas (FIM). 

The Conference added much to the present 
knowledge of vitamins and nutrition and was 
instrumental in bringing together distinguish- 
ed clinicians in these fields from the United 
States and Cuba. The physicians of Havana 
proved gracious hosts and did much for the 
pleasure of those from the United States. The 
occasion will long be remembered pleasantly 
by those who were privileged to attend. 


*Mr. Loranz responded to the presentation of Dr. 
Reaud as follows: 


“Dr. Bustamante, Dr. Reaud, Distinguished Visitors, My 
Cuban Friends: 


“When Christopher Columbus first saw the Island of Cuba 
in 1492, he is credited with having said: ‘The loveliest land 
that human eyes have ever seen.’ Twenty-four years ago it was 
my privilege to see for the first time the Island of Cuba and 
to set my feet on the soil of Cuba, and I had then the same 
feeling as did Christopher Columbus. Over the years the 
many times that I have been here have not changed the im- 
pression made on me on that first visit. Truly, Cuba is a 
lovely land. 


“The Southern Medical Association has met four times in 
Miami, Florida, 1929, 1946, 1948 and 1952. At all of these 
meetings we have been honored to have distinguished phy- 
sicians from Havana, many of them presenting papers in our 
various sections. They have added much to the interest and 
value of our meetings. It has always been a great privilege 
to have them. 


“We believe that since 1929 the Southern Medical Journal 
has published more scientific presentations by distinguished 
physicians of Cuba than any other publication in the United 
States. These have added to the scientific excellence of the 
Journal. Beginning with the current issue now on the press, 
we are publishing the first of a series of papers read at the 
Miami meeting last November by distinguished physicians of 
Havana. 


“There are in Havana now and in this audience tonight 
physicians that it has been my pleasure to know and count 
my friends for many years, some as far back as 1929. It has 
always been a privilege during these many years, as it is on 
this occasion, to be here in Havana and to be with these 
friends. I have found that the physicians of Havana and their 
wives are lovely people, just as Cuba is a lovely land. I want 
to thank all of you for the many courtesies you have shown me 
over the years. I cherish your friendship.” 
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Book Reviews 


Essentials of Dermatology. By Norman Tobias, M.D., 
Associate Clinical Professor of Dermatology, St. Louis 
University. Fourth Edition. 596 pages, 186 figures, 
6 subjects in color on 3 plates. Philadelphia, Lon- 
don, Montreal: J. B. Lippincott Company, 1952. 


This is a very satisfactory text for undergraduate 
instruction in dermatology. While histologic descrip- 
tions and theoretic considerations have been reduced to 
a minimum, it contains a reasonably complete account 
of all skin diseases. The pictures are numerous, well 
chosen, and of excellent quality. Differential diag- 
nosis has been emphasized, with tables contrasting 
diagnostic features. A list of “don’ts in dermatology” 
includes some pithy therapeutic suggestions. In this 
new edition, a discussion of nursing requirements has 
been added to each chapter, which is advantageous in 
a specialty where adequate nursing care is indeed es- 
sential. This volume will continue to be of real value 
to the student and the non-specialist in the diagnosis 
and treatment of dermatologic conditions. 


Reaction to Injury. Pathology for Students of Disease. 
Volume II. By Wiley D. Forbus, M.D., Professor of 
Pathology, Duke University, and Pathologist to the 
Duke Hospital, Durham, North Carolina. 1,110 
pages, with 836 illustrations, 54 of which are in 
color. Baltimore: The Williams and Wilkins Com- 
pany, 1952. Price $20.00. 


This second volume adds many features not found 
in any text or reference book in pathology and should 
be in every library for its many good and new points. 
It is a labor of love by a man who has spent his life 
collecting and sorting information on pathology. 


It is the only textbook which discusses seriously the 
pathology of obstructions; and 300 pages, including 
sections on local circulatory disorders and liver ob- 
struction, are given to the subject which made Dr. 
MacCallum’s text so popular and informative. Dr. 
Forbus, as one of Dr. MacCallum’s most outstanding 
students, has enlarged and improved the data on ob- 
struction of vessels, ducts, central nervous system, 
alimentary tract, urogenital system, etc. It is regretta- 
ble that neither Dr. MacCallum nor Dr. Forbus has 
included obstructions of the cystic duct with asso- 
ciated diverticulosis of the gallbladder, obstructions of 
the common bile duct and liver pathology, obstruc- 
tions of the fallopian tubes and isthmic diverticulosis, 
obstructions in the cervical canal, and adenomyosis and 
endometriosis, etc. 


Some 250 pages are devoted to endocrine pathology, 
73 pages to the pathology of the anemias, 836 excel- 
lently chosen and reproduced photographs. Dr. Forbus 
or his publisher or both, grew tired when they came 
to the index which is perfunctorily and inadequately 
done in the MacCallum tradition. Fifty-six pages are 
given to congenital malformations, systematic but not 
comprehensive, 107 pages to neoplasia, the ginger 
treading of an old line pathologist not familiar with 
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the newer developments in cancer cytology, or with 
first-hand knowledge gained from experimental cancer. 


It does have numerous features not covered by others, 
particularly the reaction of the host to the growing 
tumor. There are 88 pages devoted to the reaction to 
poisons and 70 to vitamin deficiency pathology. Some 
72 pages are used to describe the reaction of various 
cells to injury. No mention is made in this volume of 
virus diseases of man and specific agents. 

This is a life's work and the second volume is greatly 
superior to the first. One would need a longer span 
of life to cover minutely the entire field of pathology. 
One can not belittle the new things brought out by 
Dr. Forbus. 


Laboratory Technique in Biology and Medicine. By E. 
V. Cowdry, Research Professor of Anatomy and Di- 
rector, Wernse Cancer Research Laboratory, Wash- 
ington University, St. Louis. Third Edition. 382 
pages. Baltimore: The Williams & Wilkins Com- 
pany, 1952. Price $4.00. 


This is a comprehensive source book of laboratory 
methods, especially microscopic technic, in the biologic 
sciences. Technics pertaining to histology, pathology, 
biochemistry, bacteriology, and parasitology are de- 
scribed, some of them in great detail and others quite 
briefly. In some instances only references to the 
literature are given. An introductory section provides 
a general discussion of various methods of biologic 
investigation. All other articles, on procedures and ap- 
paratus, are arranged alphabetically, with cross refer- 
ences. 

The author points out noteworthy advances have 
been made in microscopic technic. Emphasis has 
been placed on recent research. For instance, there 
are detailed discussions of the pioneer work done at 
the Carlsberg Laboratories in Denmark, of radio- 
autography; of the subject of tissue culture, and the 
Papanicolaou technics. 


Metabolic Interrelations: With Special Reference to 
Calcium. Transactions of the Fourth Conference 
January 7-8, 1952, New York, New York. Edited 
by Edward C. Reifenstein, Jr., M.D., Director, Okla- 
homa Medical Research Institute and Hospital, 
Oklahoma City, Oklahoma. 262 pages with illus- 
trations. New York: Josiah Macy, Jr. Foundation 
Publications, 1952. Price $4.50. 


The Josiah Macy, Jr. Foundation is sponsoring an 
extensive program of conferences on biological and 
medical subjects. They are attended by representa- 
tives from all pertinent scientific disciplines in order 
to promote free communication across departmental 
barriers, and to integrate knowledge gained by the 
various specialty groups. This report on the fourth 
conference on metabolic interrelations follows the 
usual pattern of brief presentations with informal 
discussions among the participants, which are ren- 
dered verbatim. Some prominent foreign guests were 
invited. The twenty meetings dealt chiefly with vari- 
ous metabolic problems of cartilage, bone, and other 
mesodermal tissues. The second half of the confer- 
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ence is particularly interesting because different in- 
terpretations are presented with respect to the com- 
position and chemistry of the mineral substance of 
bone and teeth. The transactions are carefully edited, 
with pictures, charts, and adequate bibliographies. 
The informality of the discussions provide a favor- 
able atmosphere for the exchange of ideas and ex- 
periences. 


The Scalp in Health and Disease. By Howard T. 
Behrman, A.B., M.D., Assistant Clinical Professor 
of Dermatology, New York University Post-Graduate 
Medical School. 566 pages, illustrated. St. Louis: 
The C. V. Mosby Company, 1952. Price $12.75. 


The author has presented a very comprehensive 
and encyclopedic text concerning the problems of the 
hair and scalp. He covers in considerable detail the 
embryology, anatomy, physiology, and diseases of the 
scalp and hair. A lucid discussion is presented con- 
cerning the modern day preparations that are used in 
curling, straightening, tinting, and cleansing the hair. 

All of the abnormalities that may be noted in- 
volving the scalp, including the alopecias, anomalies, 
infections, neoplasms, and involvements due to other 
cutaneous or systemic diseases, are discussed according 
to clinical features, differential diagnosis, pathology, 
etiology, and therapy. 

The material is excellently illustrated with numer- 
ous photographs. Nowhere could one consult a more 
complete set of clinical photographs relating to dis- 
eases of the scalp. 

In addition to containing an extensive bibliography 
at the end of each chapter, a useful formulary is 
listed in the appendix. The material covered is ade- 
quately current, and the newer dermato-therapeutic 
agents, including ACTH, cortisone, selenium, and 
others, are discussed. Although a few exceptions may 
be noted, most of the author’s opinions are in agree- 
ment with present day dermatologic thinking. 

This text can be recommended for the student, phy- 
sician interested in dermatology and for the derma- 
tologist. 


Textbook of Medicine. By various authors. Edited by 
Sir John Conybeare, K.B.E., M.D., D.M. (Oxon.), 
F.R.C.P., Physician to Guy’s Hospital, London; and 
W. N. Mann, M.D. (Lond.), F.R.C.P., Assistant Phy- 
sician to Guy’s Hospital, London. Tenth Edition. 
912 pages, illustrated. Baltimore: The Williams and 
Wilkins Company, 1952. Price $8.00. 


This is not a complete textbook of medicine. It is 
rather an extensive outline of the fundamentals of 
general medicine as produced by seventeen English au- 
thors. Perhaps a better title would be “An Introduc- 
tion to General Medicine.” The aim of the author to 
provide within as small a space and at as low a cost 
as possible the essentials of medicine has been achieved. 
However, the editor has sacrificed many of the neces- 
sary details of the more common diseases and often 
omitted altogether some of the less common, though 
still important ones. 


The metabolic diseases are abruptly handled, no 
mention being made of diabetes, acidosis, alkalosis or 
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porphyria; a casual few lines regarding the common- 
place spontaneous hypoglycemias are included. N.P.H, 
insulin is not considered. Sprue is usually classified 
with the deficiency diseases and rabies in the infec- 
tious group, neither being known as a strictly tropical 
disease. 


The chapter on joints and bones is much too brief 
and incomplete, in view of present stimulating ad- 
vances in endocrine preparations. The sections on 
diseases of the nervous system and psychological medi- 
cine consume twenty-six per cent of this volume, ac- 
tually more than the combined chapters on alimentary, 
cardiovascular and respiratory diseases. In other stand- 
ard medical texts such allotment is approximately half 
this ratio. 


The gastroenterologist of the group is dubious as to 
the efficacy of atropine and belladonna in the treat- 
ment of peptic ulcer and also is not enthusiastic over 
the use of alkali, both acceptable standards in this type 
of therapy. 

The section on diseases of the skin, as found in this 
volume, would be a constructive addition to other 
more complete texts on general medicine. 

In an effort to keep the cost at a minimum, the 
authors have eliminated colored photographs, many 
necessary x-ray plates, illustrations, and diagrams 
which could have added immeasurably to the attrac- 
tiveness and usefulness of the book. No bibliography 
is included. 

This text is adequate only as a summary or outline 
for the essentials of medicine. 


Kitchen Strategy. The Family Angle on Nutrition. 
By Leona M. Bayer, M.D., Assistant Clinical Pro- 
fessor of Medicine, Stanford University School of 
Medicine, San Francisco, California, and Edith 
Green, Television Cooking Expert, San Francisco, 
California. 94 pages with illustrations. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1952. Price 
$3.75. 


Since diets and proper food preparation have come 
into the foreground of American thought, the house- 
wife has need of a book with information on the 
scientifically proper way to feed a family. Kitchen 
Strategy contains just such information, written in 
easy-to-understand terminology. 


Included are meal plans for a week, special diets for 
the most common household ailments, and food lists 
giving content of basic food elements. Food buying 
tips and a general food cook book add interest and 
zest to tedious meal planning and cooking for even 
the most non-scientific minded housewife. 


Therapeutic Meal Plans. A New Diet Manual. Pre- 
pared by The Department of Dietetics and Nutri- 
tion, University of Kansas School of Medicine, Law- 
rence, Kansas. Edited by Virginia Toews, Berdena 
Rosenow and Ruth Gordon, Dietitians. 111 pages. 
Lawrence, Kansas: University of Kansas Press, 1952. 
Price $3.00. 


This diet manual contains information for the varia- 
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tion of any normal diet to fit all prescribed special 
diets for a patient from high carbohydrate, low sodium, 
low cholesterol or salt-free to high iron, low potas- 
sium meals and specially calculated tube feedings. 
Also invaluably included are vitamin and mineral 
charts, laboratory test meals and weight tables. In- 
fant and child meal plans round out a thorough easy- 
to-follow manual of excellent therapeutic diets. It 
will prove quite useful to dietitians and physicians. 


The Principles and Practice of Medicine. A Textbook 
for Students and Doctors. By L. S. P. Davidson, 
B.A. Cantab., M.D., F.R.C.P.Ed.,  F.R.C.P.Lond., 
M.D.Oslo, Physician to H.M. the Queen in Scotland, 
Professor of Medicine and Clinical Medicine, Uni- 
versity of Edinburgh. 919 pages with illustrations. 
Edinburgh and London: E. & S. Livingstone Ltd., 
1952. Baltimore: The Williams and Wilkins Com- 
pany. Price $6.75. 


It places emphasis upon significant facts, all of 
which is of importance for the medical novice. Most 
medical diseases are considered, but chapters on pedi- 
atrics, psychiatry, and infectious diseases have been 
omitted. Instead of a systematic discussion of all indi- 
vidual infectious diseases, a chapter on “Infection and 
Disease” has been included, which deals in more 
general terms with the character, diagnosis, and treat- 
ment of these disorders. While ample space has been 
allowed for more important entities, rarer diseases 
(sarcoidosis, the collagen diseases, less common en- 
docrine disorders) are very briefly treated. Each 
chapter starts with data on the anatomy and physiol- 
ogy of the system concerned, and concludes with a 
review of measures of prevention. There are some 
figures, but clinical pictures are almost completely 
absent. Within the limits imposed by its authors, this 
book is a solid and conscientious job. Because of its 
comparative brevity, it is very suitable for teaching the 
fundamentals of internal medicine to medical students. 


Functional Endocrinology. From Birth Through Ad- 


olescence. By Nathan B. Talbot, M.D., Associate 
Professor of Pediatrics, Harvard University; Edna 
H. Sobel, M.D., Instructor in Pediatrics, University 
of Cincinnati College of Medicine; Janet W. Mc- 
Arthur, M.D., Instructor in Gynecology, Harvard 
University; and John D. Crawford, M.D., Instructor 
in Pediatrics, Harvard University, 638 pages, illus- 
trated. Cambridge, Massachusetts: Harvard Univer- 
sity Press, 1952. Price $10.00. 


Considerable interest has been stimulated in the 
past several years by remarkable advances in the en- 
docrine field. As a result many books and articles 
have been written on the subject. The above book is 
a very scholarly presentation of the physiology and 
pathology as related to the pediatric and general en- 
docrine field. 

The book is divided into sections which cover the 
thyroid, adrenal cortex, adrenal medulla, ovaries, testes, 
anterior pituitary, posterior pituitary and pancreatic 
islets. Each chapter has been carefully divided into 
the basic and the clinical considerations. This makes 
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the book very valuable for the research student as 
well as for the practicing endocrinologist. Possibly 
this work would not interest the general practitioner 
too much. 


Considerable space has been delegated to emphasiz- 
ing the relationship of the endocrine glands to health 
and disease. The handling of endocrine disease as they 
occur in young people is brought out in every chapter. 
Very few illustrations are used but considerable space 
is devoted to tables and charts. 


Adequate coverage of the adrenal cortex is found in 
this book. With all of the interest in this gland and 
its steroid hormones due to recent work on adrenal 
cortical function this book very adequately covers the 
present knowledge. 

This book is well worth while as an authoritative 
reference book and each chapter has a very full list of 
references appended. 


Physical Foundations of Radiology. By Otto Glasser, 
Professor of Biophysics and Head of Department of 
Biophysics, Cleveland Clinic Foundation, Cleveland, 
Ohio; Edith H. Quimby, Associate Professor of Ra- 
diology (Physics), College of Physicians and Sur- 
geons, Columbia University, New York; Lauriston 
S. Taylor, Chief, Atomic and Radiation Physics Divi- 
sion, National Bureau of Standards, Washington, 
D. C.; and J. L. Weatherwax, American Oncologic 
Hospital and Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia. Second Edi- 
tion. 581 pages with illustrations. New York: Paul 
B. Hoeber, Inc., 1952. Price $6.50. 


The second edition of the foundations of radiology 
has been enlarged, revised and the scope increased to 
include more information regarding radioactive iso- 
topes. As before, it remains the basis for teaching 
radiation physics to medical students and radiologists. 
It is not intended to give all of the facts regarding 
radioactivity but to cover all of the physical principles 
required for understanding of medical radiology. 

The dosage tables have been completely revised in 
so far as the presentation with all of the readings 
being based on half value layer alone without con- 
sideration of a specific kilovoltage or milliampere read- 
ing. This simplifies reading the chart considerably 
and interpolation is easily done. 

This book is a must for all radiology residents and 
is indispensible for the radiologists. 


Cortone®; A Handbook of Therapy. 129 pages with 
30 pages of illustrations. Rahway, New Jersey: 
Merck & Company, Inc., Manufacturing Chemists, 
1952. Complimentary upon request. 


This booklet, published by the largest manufac- 
turer of cortisone, provides data (generally of a fa- 
vorable nature) on treatment.with adrenal hormones. 
The discussion extends to all diseases in which hor- 
monal therapy has been shown to be effective and is 
supported by case histories, color photographs, and 
bibliographies. There is also a review of the chemical 
and clinical investigations which preceded the intro- 
duction of these hormones into clinical medicine. 
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Books Received 


Handbook Of Orthopedic Surgery. Edited by Alfred Rives 
Shands, Jr., B.A., M.D., Medical Director of the Alfred I. 
duPont Institute of the Nemours Foundation, Wilmington, 
Delaware. In Collaboration with Richard Beverly Raney, 
B.A., M.D., Professor of Surgery in Orthonaedic Surgery, Uni- 
versity of North Carolina, Chanel Hill, North Carolina. 
Illustrations by Jack Bonacker Wi'son and others. Fourth 
Fdition. 644 pages. St. Louis: The C. V. Mosby Company, 
1952. Price $8.00. 


Diseases of the Heart and Arteries. Anatomical and Func- 
tional Disturbances of the Circulation. ‘Treatment. By 
George R. Hermann, M.S., M.D., Ph.D., F.A.C.P., Professor 
of Medicine, University of Texas. Fourth Edition. 652 
pages with 215 illustrations and 4 color plates. St. Louis: 
The C. V. Mosby Company, 1952. Price $12.50. 


Atlas of Medical Mycology. Emma Sadler Moss, B.S., B.M., 
M.D., Director, Department of Pathology, Charity Hospital 
of Louisiana at New Orleans; and Albert Louis McQuown, 
B.S., B.M., M.D., Pathologist, Our Lady of the Lake Sani- 
tarium, Baton Rouge, Louisiana. 2145 pages with illustrations. 
Baltimore: The Williams and Wilkins Company, 1953. Price 
$8.00. 


The Anatomy Of The Nervous System.—\Its Development and 
Function. Edited by Stephen Walter Ranson, M.D., Ph.D., 
Late Professor of Neurology and Director of Neurological 
Institute, Northwestern University Medical School, Chicago. 
Revised by Sam Lillard Clark, M.D., Ph.D., Professor of 
Anatomy, The Vanderbilt University School of Medicine, 
Nashville. New, 9th Edition. 581 pages with 434 illustra- 
tions, 18 in color. Philadelphia: W. B. Saunders Company, 
1953. Price $8.50. 


Clinical Allergy. By Frank K. Hansel, M.D., M.S., Director, 
ansel Foundation for Education and Research in Allergy, 
Chief of Allergy Service, DePaul Hospital, St. Louis, Missouri. 
1,005 pages with 86 illustrations and 3 color plates. St. 
Louis: The C. V. Mosby Company, 1953. Price $17.50. 


The Pharynx: Basic Aspects and Cliniral Problems. Edited 
by Abraham R. Hollender, M.D., F.A.C.S., Professor of 
Otolarvngology, Emeritus, University of HUlinois College of 
Medicine: Attending Otolaryngologist and Chairman of the 
Service, Mount Sinai Hospital of Greater Miami; Consulting 
Otolaryngologist, Variety Children’s Hospital, Miami, and 
St. Francis Hospital, Miami Beach, Florida. 260 pages with 
illustrations. Chicago: The Year Book Publishers, Inc., 1953. 
Price $15.00. 


Contributions Toward Medical Psychology. Theory and Psy- 
chodiagnostic Methods. Edited by Arthur Weider, Ph.D., 
Associate Professor of Medical Psychology, Department of 
Psychiatry and Mental Hygiene, University of Louisville 
School of Medicine. With a Foreword by David Wechsler, 
Ph.D., Associate Clinical Professor of Medical Psychology, 
New York University College of Medicine. Volume I, 455 
pages. Volume II, 430 pages. New York: The Ronald Press 
Company, 1953. Price $12.00 for the set. 


A Manual Of Clinical Allergy. Edited by John M. Sheldon, 
M.D., Professor of Internal Medicine, University of Michi- 
gan Medical School; Robert G. Lovell, M.D., Instructor in 
Internal Medicine, University of Michigan Medical School: 
Kenneth P. Mathews, M.D., Assistant Professor of Internal 
Medicine, University of Michigan Medical School. 413 pages 
with 27 figures. Philadelphia: W. B. Saunders Company, 
1953. Price $8.50. 


Endocrine Treatment in General Practice. Edited by Max A. 
Goldzieher, M.D., and Joseph W. Goldzieher, M.D. 474 
pages with illustrations. New York: Springer Publishing 
Company, Inc., 1953. Price $8.00. 


Treatment Of Mental Disorder. Edited by Leo Alexander, 

M.D., Director, the Neurobiological Unit, Division of Psv- 

chiatric Research, Boston State Hospital, and Instructor in 

Psychiatry, Tufts Medical School. 507 pages with 143 fig- 

st000 Philadelphia: W. B. Saunders Company, 1953. Price 
0.00. 


American Pocket Medical Dictionary. A _ Dictionary of the 
Principal Terms Used in Medicine, Nursing, Pharmacy, 
Dentistry, Veterinary Science, and Allied Biological Subjects. 
New, 19th Edition. 639 pages. Philadelphia: W. B. Saun- 
o- Company, 1953. Price $3.25 Plain; $3.75 with Thumb- 
ndex. 
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Modern Medical Monographs: Infectious Mononucleosis. By 
Sidney Leibowitz, M.D., Associate Physician, Beth Israel Hos- 
pital, New York, New York. 163 pages. New York: Grune 
and Stratton, 1953. Price $4.75. 


Modern Medical Monographs: Physiologic Therapy for Ob- 
structive Vascular Disease. By Isaac Starr, M.D., Hartzell 
Research Professor of Therapeutics, School of Medicine, Uni- 
versity. of Pennsylvania, Philadelphia, Pennsylvania. 38 
pages. New York: Grune and Stratton, 1953. Price $2.50. 


Basedow’s Disease. The Manifestations, Timing, Duration 
and Outcome of Basedow’s Disease; Symptoms, Severity and 
Age Incidence; the Disease in Children; and Its Occurrence 
Among Animals. By H. Sattler, M.D., Professor of Ophthal- 
mology, University of Leipsig, Germany. English Translation 
by G. W. and J. F. Marchand. 605 pages. New York: 
Grune and Stratton, 1952. Price $10.00. 


Gifford’s Textbook of Ophthalmology. Edited by Francis 
Heed Adler, M.D., Professor of Ophthalmology, University 
of Pennsylvania Medical School. New, 5th Edition. 488 
pages with 281 figures and 26 color plates. Philadelphia: 
W. B. Saunders Company, 1953. Price $7.50. 


Office Management of Ocular Diseases. By William F. 
Hughes, Jr., M.D., Professor and Head, Department of 
Ophthalmology, University of Illinois College of Medicine, 
Chicago, Illinois. 452 pages with illustrations. Chicago: The 
Year Book Publishers, Inc., 1953. Price $9.00. 


The Essentials of Medical Diagnosis. A Manual for Stu- 
dents and Practitioners. By Rt. Hon. Lord Horder, G.C.V.O., 
M.D., F.R.C.P. (Lond.); Extra Physician to H.M. the Queen; 
and A. E. Gow, M.D., F.R.C.P. (Lond.), Honorary Physician 
to Household, H.R.H. the Duchess of Kent. Second Edition 
revised with the assistance of Ronald Bodley Scott, M.A., 
D.M. (Oxon), F.R.C.P. (Lond.), Physician to H.M. House- 
hold. 462 pages with illustrations. Baltimore: The Williams 
and Wilkins Company, 1953. Price $6.00. 


Practical Clinical Chemistry. A Guide for Technicians. By 
Alma Hiller, Ph.D., Associate Attending Biochemist in Charge 
of Clinical Chemistry, The Presbyterian Hospital of the City 
of Chicago; Associate Professor of Biological Chemistry, Uni- 
versity of Illinois College of Medicine, Chicago, Illinois. 279 
pages with 13 tables. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1953. Price $6.50. 


Gastric Cancer. By Alfred H. lason, M.D., Attending Sur- 
geon, Adelphi Hospital; Director of Surgery, Brooklvn Hos- 
pital for the Aged; Surgeon, Manhattan General Hospital; 
Instructor in Anatomy, New York Medical College and Flow- 
er Hospital. Illustrations by Alfred Feinberg, Instructor of 
Medical Illustration, Department of Pathology, College of 
Physicians and Surgeons, Columbia University, New York, 
New York. 316 pages with illustrations. New York: Grune 
and Stratton, Inc., 1953. Price $7.50. 


Practice of Psychiatry. Edited by William S. Sadler, M.D., 
F.A.P.A., Consulting Psychiatrist to Columbus Hospital and 
Pinel Sanitarium. 1183 pages. St. Louis: The C. V. Mosby 
Company, 1953. Price $15.00. 


The Basis of Clinical Neurology. Edited by Samuel Brock, 
M.D., Professor of Neurology, College of Medicine, New York 
University. Third Edition. 510 pages with _ illustrations. 
Baltimore: The Williams & Wilkins Co., 1953. Price $7.00. 


Commotio Cerebri. Edited by Cyril B. Courville, M.D., Di- 
rector, Ramon Cajal Laboratory of Neuropathology, Los 
Angeles County Hospital, Los Angeles, California. 161 pages. 
Los Angeles: San Lucas Press, 1953. Price $5.25. 


Svnovial Fluid Changes in Joint Disease. Edited by Marian 
W. Ropes, M.D., Associate Physician, Massachusetts General 
Hospital, and Walter Bauer, M.D., Chief of Medical Services, 
Massachusetts General Hospital, Harvard Medical School. 
150 pages with illustrations. Cambridge, Massachusetts: Harvard 
University Press, 1953. $4.00. 


4 Doctor's Soliloquy. Edited by Joseph Hayyim Krimsky. 
116 pages. New York: The Philosophical Library, 1953. 
Price $2.75. 


How To Prepare For Marriage. Edited by John Douglas, 
M.D., and Elizabeth Hardy. 135 pages with illustrations. 
New York: Pageant Press, 1952. Price $2.50. 


American College of Chest Physicians. A Directory of the 
Membership Roster of American College of Chest Physicians. 
New. 599 pages. Chicago: American College of Chest Phy- 
sicians, 1952. Complimentary. 
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Southern Medical News 


ALABAMA 


The Medical Association of the State of Alabama will hold 
its annual meeting in Birmingham, April 16-1 

Alabama Academy of General Practice, at its recent seminar 
held in Birmingham, installed Dr. J. N. Carmichael, Fairfield, 
president; and elected Dr. John E. Foster, Lineville, president- 
elect; Dr. E. Julian Hodges, Scottsboro, vice-president of the 
Northeastern Division; Dr. A. F. Wilkerson, retiring president, 
chairman of the board of directors; Dr. J. Michaelson, Foley, 
member of the board of directors; and Dr. W. P. Beston a 
delegate to the Congress of Delegates of the American Academy 
of General Practice. 

Alabama Academy of Neurology and Psychiatry, at its annual 
meeting held in Birmingham, elected Dr. Sidney J. Tarwater, 
superintendent of Alabama State Mental Hospitals, Tuscaloosa, 
president, succeeding Dr. Stanley Graham, Birmingham; Dr. 
Donald Sweeney, Birmingham, vice-president; and Dr. Sam 
Darden, Tuscaloosa, secretary-treasurer. Dr. Graham and Dr. 
Samuel Little, Birmingham, were named to the board of 
governors. 

Alabama Chapter of the American College of Surgeons, at 
its recent meeting held in Tuscaloosa, elected Dr. Hugh Gray, 
Anniston, president; and Dr. Arthur Chenoweth, Birmingham, 
secretary-treasurer. Anniston was chosen for the next meeting 
place. 

Dr. Tom D. Spies, director of Spies Nutrition Clinic, Bir- 
mingham, is one of five American scientists who were recently 
voted honorary degrees by the University of Havana, Havana, 
Cuba. The other four scientists are Dr. J. R. Miller, president, 
Northwestern University, Chicago; Dr. James W. Kiilian, presi- 
dent, and Dr. R. S. Harris, professor of biochemistry, Massachu- 
setts Institute of Technology, Boston; and Dr. R. R. Williams, 
scientific director, Research Corporation in New York, N. Y. 

Dr. Louis L. Friedman, Birmingham, was a speaker at a 
National Congress on Tuberculosis and Silicosis held in 
Guadalajara, Mexico, the latter part of January. 

Dr. Gus G. Casten, Medical College of Alabama, Birmingham, 
is one of thirty-two physicians who are receiving heart trainee- 
ships under the clinical trusteeship program of the National 
Heart Institute in twelve states and the District of Columbia. 
Traineeships carry stipends of $3,000 per year for trainees with- 
out dependents and $3,600 for those with dependents. Appli- 
cation may be obtained from the National Heart Institute, 
Public Health Service, Bethesda 14, Maryland. 


ARKANSAS 


Arkansas State Medical Society will hold its annual meeting 
in Little Rock, April 20-22. 

Dr. Rachel F. Meschan, a resident in radiology, Arkansas 
University School of Medicine, Little Rock, is assistant author, 
with her husband, of ‘‘Atlas of Normal Radiographic Anatomy,” 
published by the W. B. Saunders Company, Philadelphia, 
Pennsylvania. 

Dr. Doris Chambers is an orthopedic surgeon at the Veterans 
Hospital, Fayetteville. 


DISTRICT OF COLUMBIA 


Dr. Howard T. Karsner, research advisor to the Surgeon 
General of the United States Navy, has been elected president 
of the American National Committee of the International 
Society for Geographic Pathology and will preside at the Fifth 
International Conference which is to be held in Washington 
September 1954. 

Dr. Arden Freer recently resigned his position as Deputy 
Chief Medical Director of the Veterans Administration to retire 
to private life. He will serve as special advisor to the Chief 
Medical Director on a consultatory basis. Dr. Freer will be 
succeeded by Dr. Roy Wolford. 

Dr. Charles E. Rath, assistant professor of medicine, George- 
town University School of Medicine, Washington, was elected 
a Fellow of the International Society of Hematology at its 
Meeting held last fall at Mar del Plata, Argentina. 

Dr. Howard T. Karsner, Washington, has been reappointed 
a member of the Scientific Advisory Board of Consultants to 
the Armed Forces Institute of Pathology for a five-year period. 


Gorgas Memorial Institute of Tropical and Preventive Med- 
icine has re-elected to its board of directors Colonel J. F. 
Siler, former Commandant of the Army Medical School, 
president; and Dr. Walter A. Bloedorn, dean, George Wash- 
ington University School of Medicine, secretary. 

Dr. Joseph L. Gilbert and Dr. Philip A. E. Stebbling, 
Washington, have served more than twenty years at Gallinger 
Municipal Hospital and were recently honored in a_ special 
observance in appreciation of this service. Dr. Gilbert is chief 
psychiatrist and alienist of the District of Columbia and 
Director of the Hospital’s Mental Hygiene Clinic. Dr. Steb- 
bling has been superintendent of the hospital since 1949. 

Drs. James W. Watts, professor of neurological surgery, and 
Walter Freeman, professor of neurology, George Washington 
University School of Medicine, Washington, were honored at 
the tenth National Assembly of Mexican Surgeons held in 
Mexico City. They were named ‘‘Presidentes Honorarios’’ of 
the Assembly's Neurological Surgery and Psychosurgery Section 
because of their work in the development of lobotomy op- 
erations to relieve mental disorders. 

Dr. Kelso A. Carroll, formerly manager of the 3,092-bed 
general medical and surgical hospital at Hines, Illinois, has been 
transferred to the Veterans Administration Central Office, Wash- 
ington, as assistant chief medical director for professional 
services. 

Dr. Raymond Feldman, Denver, Colorado, has been appointed 
chief of the outpatient section, Psychiatry and Neurology Di- 
vision at the Central Office of the Veterans Administration, 
Washington, succeeding Dr. John D. Schultz, Jr. Dr. Schultz 
resigned to become director of the psychiatric outpatient pro- 
gram at Georgetown University School of Medicine, Washington. 

Association of Military Surgeons of the United States, at its 
59th annual meeting held in Washington recently, installed 
Rear Admiral Wincell McK. Craig, MC, USNR, president, suc- 
ceeding Major General Harry G. Armstrong, MC, USAF, Sur- 
geon General of the Air Force; and Dr. Leonard A. Scheele, 
Surgeon General of the U. S. Public Health Service, is presently 
first vice-president and will head the organization in 1954. 


FLORIDA 


The Florida Medical Association will hold its annual meeting 
in Hollywood, April 26-29. 

Miami Obstetrical and Gynecological Society has elected Dr. 
Ralph W. Jack, president; Dr. George A. Mitchell, vice- 
president; Dr. Henry H. Chaffee, secretary; and Dr. Joseph W. 
Scott, treasurer. 

Jackson Memorial Hospital, Miami, has elected the following 
as chiefs of staff: Dr. Walter C. Jones, department of surgery; 
Dr. E. W. Cullipher, orthopedic surgery; Dr. John W. Milton, 
obstetrics and gynecology; Dr. Kenneth Whitmer, ophthalmol- 
ogy: Dr. G. W. Lawson, otolaryngology; Dr. W. L. Fitzgerald, 
urology; Dr. Franz Stewart, department of medicine; Dr. M. J 
Flipse, chronic pulmonary diseases; Dr. Warren Quillian, pedi- 
atrics; Dr. Scheffel H. Wright, cardiology; Dr. W. H. Izlar, 
neuropsychiatry; Dr. Ralph S. Sappenfield, anesthesiology; Dr. 
Kenneth Phillips, physical therapy; Dr. Ralph Allen, proctology; 
Dr. Thomas Cook, oral surgery; Dr. Van M. Browne, gastro- 
enterology; Dr. Carlos Lamar, endocrinology; and Dr. A. B. 
Litterér, dermatology. 

Dr. M. Eugene Flipse, who has been doing postgraduate 
study at the Mayo Clinic, Rochester, Minnesota, has returned 
to active practice in association with Dr. M. Jay Flipse, Miami, 
practice limited to internal medicine and bronchoscopy. 

Dr. Herbert Eichert, Miami, announces the association of 
Dr. Robert J. Boucek for the practice of cardiology and 
internal medicine. Dr. Boucek is director of research of the 
Miami Heart Institute and will continue his research while 
in private practice. 

Dr. Chas. W. Bartlett, Tampa, has been appointed a member 
of the State Board of Medical Examiners. 

Dr. Charles H. Ryals, Grand Ridge, has been chosen by 
the Woodmen of the World as the outstanding citizen of the 
year in that vicinity and received the Outstanding Citizen 
Award during a special program. Dr. Ryals at the age of 77 
is still in active practice. 

Dr. Thomas G. Simmons, Auburndale, has been chosen Man 
of the Year by the local Chamber of Commerce. 

Dr. Luther W. Holloway, Jacksonville, was honored recently 
as a leader in Florida in the pediatric field when the Florida 
Pediatric Society dedicated to him its 17th annual fall meeting. 

Dr. Frank S. Whitman, West Palm Beach, was installed 
president of the Association of Seaboard Air Line Railway 
Surgeons at its 50th annual meeting held recently in Miami. 
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GEORGIA 


For the Southern Medical Association Meeting in Atlanta, 
October 26-29, Dr. Marion C. Pruitt will be General Chairman 
and Dr. William A. Selman will be Vice-General Chairman. 
The Executive Committee will be Dr. William G. Hamm, 
President, Fulton County Medical Society, as Chairman; Dr. 
Marion C. Pruitt; Dr. William A. Selman; Dr. Olin S. Cofer, 
member of the Council of the Southern Medical Association 
representing Georgia; Dr. John W. Turner, President-Elect, 
Fulton County Medical Society; and Dr. Jack C. Norris, Im- 
mediate Past President, Fulton County Medical Society. 

Dr. Jack C. Norris, Atlanta, an alumnus of the Medical 
College of South Carolina, was the principal speaker at the 
presentation of a portrait of Dr. Kenneth Merrill Lynch to 
the College at a Founder’s Day Dinner in Charleston on No- 
vember 6, 1952. Dr. Lynch is President of the College, pre- 
viously serving as Dean, Vice-Dean and Professor of Pathology. 

Atlanta physicians who have indicated they would serve on 
a Health Services Advisory Committee in civil defense repre- 
senting their respective organizations are: Drs. M. Dunstan 
and Charles Dowman, American Medical Association; Dr. 
Edwin B. Peel, American Hospital Association; Dr. T. F. 
Sellers, Association of State and Territorial Health Officers; 
and H. Harvey Payne, D.D.S., American Dental Association. 
The Federal Civil Defense Administration requested these or- 
ganizations to suggest appropriate members, preferably as close 
to Atlanta as possible, as the meetings will be held in Atlanta 
in order to hold down time and expenses. 

Georgia Warm Springs Foundation, Warm Springs, has been 
granted an award of $16,870 by the National Foundation for 
Infantile Paralysis to increase the number of skilled pro- 
fessional persons required in carrying out research and in 
providing care for patients under the direction of Dr. Robert 
L. Bennett, director of physical medicine. 

Dr. Theodore J. Bauer, veteran Public Health Service med- 
ical officer, and since 1948 Chief of the Public Health Serv- 
ice’s Division of Venereal Diseases in the Bureau of State 
Services, Washington, D. C., has assumed new duties as Medical 
Officer in Charge of the Communicable Disease Center, Public 
Health Service, Federal Security Agency, with headquarters in 
Atlanta. He succeeds Dr. Justin M. Andrews, who has been 
appointed an Assistant Surgeon General and Associate Chief 
of the Bureau of State Services, with headquarters in Wash- 
ington, D 

Dr. Charles N. Ballentine, Emory University Hospital, Emory 
University, has received a special training award under the 
clinical traineeship program of the National Heart Institute, 
Public Health Service. 

Dr. W. C. Waugh, Nashville, is now practicing in Dunnellon, 
Florida. 

Dr. Edna Smith Porth, Atlanta, has opened offices for the 
general practice of general medicine. 

Dr. S. L. Harp, formerly of Cochran, has opened offices in 
Toccoa for the practice of general medicine. 

Dr. Wilbur L. Flesch, formerly of Rochester, New York, is 
associated with Dr. W. F. Reavis and Dr. Lovick W. Pierce 
at Waycross in the practice of urology. 

Physicians recently appointed to the Advisory Committee of 
the newly activated chapter of the Student American Medical 
Association at the Medical College of Georgia, Augusta, are: 
Dr. David Henry Poer, Atlanta, and Drs. G. Lombard Kelly, 
Lester Bowles, Harry B. O’Rear and Harry Harper. 


KENTUCKY 


Southeastern Surgical Congress will hold a meeting in Louis- 
ville, March 8-12. Dr. Harry L. Claud, Washington, D. C., is 
president and Dr. B. T. Beasley, Atlanta, Georgia, is secretary. 

Dr. D. G. Miller, Jr., Morgantown, was the subject of an 
article in the December 13 issue of Saturday Evening Post, en- 
titled “The Ingenious Doctor of Morgantown, Kentucky.” 

Kentucky Chapter of the American Academy of General 
Practice will hold its first annual session in Louisville, April 
22-23, under the presidency of Dr. Joseph M. Bush, Mt. 
Sterling. 

Dr. Edward C. Roosen-Runge, formerly on the faculty of 
the University of Louisville School of Medicine, Louisville, has 
been appointed assistant professor of anatomy, University of 
Washington School of Medicine, Seattle. 

Dr. Lister Collins, Mt. Eden, was honored recently at a 
dinner by his community for his fifty years of medical service 
in Spencer and Anderson counties. 

Dr. Henry J. Richmond, who recently was released from 
= in the Navy, has located at Children’s Hospital, Louis- 
ville. 
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Dr. R. Glen Boles has been released from military service 
and is associated with Dr. M. Clinton Baker, Louisville, in 
the practice of ophthalmology and otolaryngology. 

Dr. Roy A. Martin is associated with Dr. Alex M. Forrester, 
Jr., Louisville, in the practice of otolaryngology. 

Dr. William H. Hagan, who has been doing postgraduate 
work in Pennsylvania, has returned to Kentucky for the practice 
of surgery and is located in the Brown Building, Louisville. 

Dr. A. J. Pauli, a graduate of the University of Arkansas 
School of Medicine, and who recently returned from navy 
service, has located in Louisville for the practice of obstetrics 
and gynecology. 

Dr. Champ Ligon is associated in the practice of psycho- 
logical medicine at the Leed Clinic, Lexington. 

Dr. Robert A. Hall, having served two years in the armed 
forces, has re-established his practice in Paintsville. 

Dr. Condict Moore has opened an office in Louisville for 
the practice of general surgery and neoplastic diseases. 

The following members of the Kentucky State Medical 
Association have been named to serve as an advisory committee 
to consider the proposal of establishing a medical school at 
the University of Kentucky in Lexington: Dr. R. Haynes Barr, 
Owensboro, president of the association; Dr. Clyde C. Sparks, 
Ashland, chairman of the council; Dr. Branham B. Baughman, 
Frankfort, member of the council; Dr. J. Vernon Pace, Paducah, 
member of the council; and Dr. Edward H. Ray, Lexington. 
The Legislative Research Commission, an agency of the state 
government, named the members of this committee. 


LOUISIANA 


Tulane University School of Medicine, New Orleans, has 
been awarded grants by the National Foundation for Infantile 
Paralysis for investigations dealing with virus research: $75,765 
under the direction of Dr. John P. Fox, professor of epidemi- 
ology; and $12,213 under the direction of Dr. Edwin D. Kil- 
bourne, associate professor of medicine. 

Dr. Emma S. Moss, clinical professor of pathology and director 
of laboratories, Charity Hospital, New Orleans, and Dr. Albert 
L. McQuown, clinical assistant professor in pathology and 
pathologist in the laboratory at Our Lady of the Lake Sani- 
tarium, Baton Rouge, are authors of an “Atlas of Medical 
Mycology,” published early in January by the Williams and 
Wilkins Company, Baltimore, Maryland. 

Dr. George E. Burch, Jr., New Orleans, has been elected 
president of the Central Society for Clinical Research. 

Dr. William B. Clark, New Orleans, has been made chairman 
of the Advisory Council on Ophthalmology of the American 
College of Surgeons, 1954. 

Dr. Dan W. Beacham, New Orleans, was elected a member 
of the Central Association of Obstetricians and Gynecologists 
at the recent meeting held in Memphis, Tennessee. 

Sara Mayo Hospital, New Orleans, has appointed Dr. James 
H. Ferguson chief of obstetrics and Dr. Cornelia J. Gaskill 
chief of gynecology, succeeding Drs. Katherine Havard and 
Etta P. McCormick. 


MARYLAND 


The Medical and Chirugical Faculty of the State of Maryland 
will hold its annual meeting in Baltimore, April 28-29. 

Dr. John C. Whitehorn, Baltimore, was elected first vice- 
president of the Association for Research in Nervous and Mental 
Disease at its annual meeting held in New York. 

Dr. O. H. Wood, Baltimore City Hospital, and Dr. Dan G. 
McNamara, Johns Hopkins Hospital, Cardiac Clinic and Harriet 
Lane Home, Baltimore, have been given special training awards 
under the clinical traineeship program of the National Heart 
Institute, Public Health Service. 

There has been established at Johns Hopkins Hospital, 
Baltimore, a new regional congenital heart disease program 
to serve children in the Middle Atlantic and Southern states, 
and according to Dr. Martha M. Eliot, chief of the Children’s 
Bureau, $20,000 in federal funds has been allotted for the 
work up to June 30. 

Dr. W. Sinclair Harper, Jr., formerly director of mental 
health for Toronto, Canada, has been appointed health officer 
of the Eastern Health District in Baltimore. 

Dr. Harold W. Keschner has been appointed chief of the 
pathology department, Baltimore City Hospitals, and assistant 
professor of pathology, University of Maryland School of Medi- 
cine, Baltimore. 
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in Sulfonamide Safety ... 


BRAND OF SULFADIMETINE 


Double scored 0.5 Gm. 


tablets. Remarkably low incidence of side effects — less than 5% 
Bottles of 100 and 1000. 


Lowest acetylation yet reported — less than 10% in blood 
per 4 cc.), microcrystalline 

suspension in strawberry: Adequate solubility — alkalis not needed 

flavored vehicle. 

Bottles of 16 fluidounces. 


Renal complications rare 


High, sustained blood levels 


WIDE ANTIBACTERIAL SPECTRUM 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 


4 
4 
4 
4 
és 
ia 
$ 
Ci 
— 
A. 
| 5 
| 
| 
2-1690™ 


34 
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Dr. Henry J. L. Marriott, assistant professor of medicine, 
University of Maryland School of Medicine, Baltimore, has 
been named as consultant to the editorial department of The 
Williams & Wilkins Company, medical publishers in Baltimore. 

Johns Hopkins University School of Medicine, Baltimore, has 
been granted $9,490 by the National Foundation for Infantile 
Paralysis for investigations dealing with virus research under 
the direction of Dr. Roger M. Herriott, professor of biochem- 
istry; and $7,081 for projects seeking improved methods of 
treatment under the direction of Dr. Elwood Henneman, as- 
sistant professor of physiology. 


MISSISSIPPI 


Dr. R. B. Caldwell, Baldwin, was elected president-elect 
of the Mid-South Postgraduate Medical Assembly at the re- 
cent annual meeting held in Memphis. 

Newton General Hospital in Newton County now under 
construction will be a modern, fully-equipped 40-bed hospital 
when completed the latter part of the year. Dr. Omar Simmons, 
owner of the hospital, will serve as manager of the new 
institution. 


MISSOURI 


The Missouri State Medical Association will hold its annual 
meeting in Kansas City, April 26-29. 

St. Louis Medical Society has installed Dr. A. N. Arneson, 
president; and elected Dr. Raymond O. Muether, president- 
elect; Dr. Daniel L. Sexton, vice-president; Dr. David N. Kerr, 
secretary; and Dr. J. Paul Altheide, treasurer. 

Dr. Philip A. Tumulty, associate professor of medicine and 
physician at Johns Hopkins Medical institutions, Baltimore, 
Maryland, has been appointed director of the department of 
internal medicine, St. Louis University School of Medicine, 
effective this spring. He succeeds Dr. Ralph A. Kinsella, who 
has been director of the department twenty-nine years and who 
will continue as professor on the school faculty and on the 
staff of St. Mary's Group of Hospitals. 

Dr. Everett D. Sugarbaker, Jefferson City, has been re- 
elected president of the Missouri Division of the American 
Cancer Society. 
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Dr. Guy N. Magness, University City, has been appointed 
University City Director of Health. 

Dr. Edwin G. Eigel, senior instructor in pediatrics, St. Louis 
University School of Medicine, St. Louis, has been named 
Physician in Charge of the polio unit of Saint Anthony's Hos- 
pital, which for the past several years has been cesignated 
the official acute polio center by the National Foundation for 
Infantile Paralysis. 

Dr. August A. Werner, assistant professor of internal med- 
icine, St. Louis University School of Medicine, St. Louis, made 
the International Cruise-Congress to South America and the 
West Indies. He served as an officer in the Section of En- 
docrinology at the Congress and spoke on “Climacteric in 
Women and Men.” 

Dr. Hubert B. Peugnet announces the opening of his office 
in the Beaumont Medical Building, St. Louis, for the practice 
of medical otolaryngology, audiology and _ allergy. 


NORTH CAROLINA 


North Carolina Heart Association's new Committee on Rheu- 
matic Fever held its first meeting recently in Greensboro to 
discuss programs for exploring and combating the rheumatic 
fever problem in the state. Dr. E. P. Benbow, Greensboro, 
presided. 

Dr. Julius A. Howell has opened offices in Winston-Salem 
for the practice of otorhinolaryngology and maxillofacial sur- 
gery. 

University of North Carolina School of Medicine, Chapel 
Hill, has received a grant of $160,000 from the Commonwealth 
Fund for financial assistance to the General Clinic of the Staff 
or Service Outpatient Department of the North Carolina 
Memorial Hospital. 

Dr. Leonard Palumbo, Jr., of New York City, has joined 
the University of North Carolina staff as assistant professor 
of obstetrics and gynecology. 

Dr. J. S. Gaul, Charlotte, announces the association of Dr. 
John Stuart Gaul, Jr., in the practice of orthopedic surgery. 

Dr. Robert A. Ross, professor and head of the Department 
of Obstetrics and Gynecology, University of North Carolina, 
Chapel Hill, has been appointed to the Veterans Administra- 
tion’s Special Medical Advisory Group, replacing Dr. Robert 


Continued on page 42 


SURGERY and ALLIED SUBJECTS 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients preoperatively and postoperatively and 
follow-up in the wards postoperatively. Pathology, radi- 
ology, physical medicine, anesthesia. Cadaver demonstra- 
tions in surgical anatomy, thoracic surgery, proctology, 
orthopedics. Operative surgery and operative gynecology 
on the cadaver; attendance at departmental and general 
conferences. 


RADIOLOGY 


A comprehensive review of the physics and higher math- 
ematics involved, film interpretation, all standard general 
roentgen diagnostic procedures, methods of application 
and doses of radiation therapy, both x-ray and radium, 
standard and special fluoroscopic procedures. A review 
of dermatological lesions and tumors susceptible to 
roentgen therapy is given, together with methods and 
dosage calculation of treatments. Special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchography 
with Lipiodol, uterosalpingography, visualization of 
cardiac chambers, perirenal insufflation and myelog- 
raphy. Discussions covering roentgen departmental man- 
agement are also included; attendance at departmental 
and general conferences. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


EYE, EAR, NOSE and THROAT 


A three months’ combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat on the cadaver; 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refraction; 
radiology; pathology, bacteriology and embryology; 
physiology; neuro-anatomy; anesthesia; physical medi- 
cine; allergy; examination of patients preoperatively and 
follow-up postoperatively in the wards and _ clinics; 
attendance at departmental and general conferences. 


COURSE FOR GENERAL PRACTITIONERS 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in gen- 
eral practice. Fundamentals of the various medical and 
surgical specialties designed as a practical review of 
established procedures and recent advances in medicine 
and surgery. Subjects related to general medicine are 
covered and the surgical departments participate in 
giving fundamental instructions in their specialties. 
Pathology and radiology are included. The class is 
expected to attend departmental and general conferences. 
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the ultimate 


_ vitamins: 


vitamins 
5000 U.S. P. L 


3: mg. Thiamine 
3 mg. Riboflavin. 


| first. and only” 
single-capsule 


vitamin-mineral therapy 


% Now there can be no question, no hesitation, no 
doubts as to which single-capsule multiple 
vitamin-mineral supplement to prescribe... it’s 
VI-AQUAMIN, aqueous multivitamins with 
minerals ...tops them all. 


- 1. aqueous—for more rapid, more complete 

% absorption and utilization of vitamins A, D 

i and E (up to 300% better). 

2. no fish oil or taste; allergens removed ... 

7 nausea, regurgitation, sensitivity reactions — water-soluble wit 
virtually eliminated! Patent Ne 1200. 


3. low cost appreciated by patients. 
another great nutritional milestone by 


u. s. vitamin corporation 
x CASIMIR FUNK LABORATORIES, INC. (affiliate) 
oe. 250 E. 43rd ST., NEW YORK 17, N.Y. 


samples and literature on request 


> 
35 
4 
é capsule provides: 
25 mg. Niacinamide 
0.5 mg. Pyridoxine HC! Be 
mp meg. d, Calcium 
Pantothenate 
50mg. Ascorbic Acid (C) 
1 mg. di, Alpha-Tocophery! 
700 mg. Dicalcium Phos. 
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30 60 


Minutes 


120 180 


Graph based on averaged glucose tolerance curves of a 
group of fatigued patients.’ Note rapid disappearance 
of sugar from the blood and a decrease below the fast- 
ing level by the third hour. 


The type of hypoglycemia shown above is be- 
lieved to result from parasympathetic over- 
activity of emotional origin, culminating in 
hyperinsulinism. 


Daily administration of atropine or belladonna 
with phenobarbital, to block excessive para- 
sympathetic impulses, is recommended as a 
valuable adjunct to dietary measures in stabiliz- 
ing the carbohydrate metabolism in these and 
similar cases of emotogenic hypoglycemia.'* 


IN FATIGUE STATES DUE TO EMOTOGENIC HYPOGLYCEMIA 


BELBARB 


144:1162, 1950. 2. Fabrykant, M., 
Med, 81-184" 1948. 3. Cron BELLADONNA ALKALOIDS AND PHENOBARBITAL 
SUPPLIED: BELBARB* and BELBARB NO. 2 (tablets) and BELBARB 
Capsules, bottles of 100, 500, and 1000; BELBARB Elixir, 5. § 

bottles of 1 pt. and 1 gal. 6. A 

P 

LITERATURE AND SAMPLES ON REQUEST 

CHARLES C. HASKELL & CO., INC. e 


1. Portis, S. A., et al.: J.A.M.A. 


RICHMOND VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 
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This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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CWhen infections in the mouth are 
serious, frequently they will respond to 
Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


C Literature available’ on reguest- 


* %* * 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


Vol. 46 No. 3 SOUTHERN MEDICAL JOURNAL 


Abbott's 


TRADE MARK 


(ERYTHROMYCIN, ABBOTT) 


organisms resistant to other antibiotics. 


OC E specially effective against gram-positive 


Low toxicity; gastrointestinal disturbances 


rare; no serious side effects reported. 


Special “high-blood-level’” coating. 
C) Erythrocin, 0.1-Gm. (100-mg.) Tablets, bottle of 25. 


INDICATIONS: Pharyngitis, tonsillitis, scarlet fever, erysipelas, pneumococcie pneu- 
monia, osteomyelitis, pyoderma. Also other organisms susceptible 
to its action, which include staphylococci, streptococci, pneumococci, 
H. influenzae, H. pertussis, and corynebacteria. 


DOSAGE: Total daily dose of 0.8 to 2 Gm., depending on severity of the infection. 
A total daily dose of 0.4 Gm. is often adequate in the treatment 
of pneumococcic pneumonia. For the average adult an initial 
dose of 0.1 to 0.4 Gm. is followed by doses in the same range every 
four to six hours. For severely ill patients doses up to 0.5 Gm. may 
be repeated at six-hour intervals if necessary. Satisfactory clinical 
response should appear in 24 to 48 hours if the causative organism 
is susceptible to ERYTHROCIN. Continue for 
48 hours after temperature returns to normal. Abbott 


1. MeGuire et al. (1952), J. Antibiotics & Chemo., 2:281, June. 
2. Heilman et al. (1952), Proc. Staff Meet. Mayo Clin., 27:385, July 16. 
3. Haight and Finland (1952), New Eng. J. Med., 247:227, Aug. 14. 
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CAPSULES CHLORAL HYDRATE - Felons 


ODORLESS * NON-BARBITURATE °¢ TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7’ gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. ‘“‘Chloral Hydrate produces 
a normal type of sleep, and is 

rarely followed by hangover.”’ 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused . . . awakens refreshed.*** 


DOSAGE: One to two 712 gr., or two to 
four 3% gr. capsules at bedtime. 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 
3% gr. (0.25 Gm.) 
BLUE and WHITE 
CAPSULES 

bottles of 24’s 

100’s 

7% gr. (0.5 Gm.) 
BLUE CAPSULES 

bottles of 50’s 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.”* 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 


1. Hyman, H. T: An Integrated Practice of Medicine (1950) 
2. Rehfuss, M. R. et al: A Course in Practical Therapeutics 196g) 
The Pharmacological Basis 
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4. Soliman, Manual of Pharmacology, 7th ed. (1948) 
and Useful Drugs, 14th ed. (1947) 
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OLD AGE BENEFITS 


Hause 


VALENTINE’S meat extract 


HAS SPECIAL VALUE FOR THE AGED AND AGING, PROVIDING: 


the psychologic benefits of a “tonic”, plus 
the physiologic benefits derived from 


@ stimulation of failing appetites 

@ increased flow of digestive fluids 
supplementary amounts of vitamins, 

minerals and soluble proteins 

extra-dietary vitamin B,2 
protective quantities of potassium 
in a palatable and readily 
cssimilated form 


Supplied in bottles of 2 and 6 fluidounces 
DOSAGE: One teaspoonful two or three times 
daily. Two or three times this amount may be 
prescribed for potassium therapy. 


VALENTINE comrany.ine. 


RICHMOND 9, VIRGINIA 
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NOTES: (TREATMENT OF ANAL PRURITUS 


| SOOTHING, READY-TO-USE PADS 
- REPLACE HARSH TOILET TISSUE 


What ane they? 


Tucks are pure, soft outing flannel pads 
moistened and mildly medicated with a special 
Solution containing witch hazel and glycerin. 


Cunt, thorough 


Being moist, Tucks clean the pruritic area com- 
pletely, removing all vestiges of contaminating 
fecal material. Being soft, they cannot irritate 
sensitive anal tissue and cause further aggravation. 


WwW . 
Numerous clinical reports indicate that a majority 
of cases of anal pruritus will show appreciable 
improvements when Tucks are prescribed to replace 
toilet tissue. Tucks have been recommended further 
as a prophylactic measure against all forms of 
anorectal disease which may be caused or aggravated 
by improper anal hygiene. We suggest you try 
Tucks for your next case of anal pruritus. 


Tucks are provided in jars of 100. A supply for 
trial will be sent you upon written request. Address 


Dept. S2, Fuller Pharmaceutical Co., 715 So. 10th St., 
Minneapolis 4, Minn. 


Mildly medicated cleansing cloths 
Benadex * Benzocones Hydrocil 
Hydrocil Fortified * products of 


JARMACEUTICAL COMPANY 
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moderation for variation.. 


in the blended 
diuretic regimen | 


In the long-term regimen, Calpurate 
_ meets the clinical need for moderate 

diuretic action, sustained effective- 
ness, and minimal toxicity. 
Calpurate also promotes in- 
creased cardiac output. 


Caipurate is the chemical com- 
pound, theobromine calcium 
gluconate... unusually free 
from gastrointestinal and oth- 
er side effects . .. does not con- 
tain the sodium ion. 


to ‘lighten the load’ in 
congestive heart failure 


Calpurate is particularly : 
indicated : 
when edema is mild and renal 4 
function adequate... 
during rest periods from digitalis 
and mercurials... 
where mercury is contraindicated or sen- : 
sitivity to its oral use is present... 2 


for moderate, long-lasting diuresis in 
chronic cases. 4 


® 
| t the moderate, 
a p U rd e non-toxic diuretic 
MALTBIE LABORATORIES, INC. - NEWARK 1,N. J. 
SUPPLIED: Calpurate Tablets of 500 mg. (714 gr.) 


Calpurate Powder 


Calpurate with Phenobarbital Tablets— 
16 mg. (14 gr.) phenobarbital per tablet 
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/ for the 
patient 
who carries 
no weight 


Trademark 


[ORAL FAT EMULSION SCHENLEY] 


provides extra calories — 150 per 
ounce, in easily utilized form, for 
quick gain in weight and strength 


without excessive bulk—no un- 
due digestive burden...no reduc- 
tion in appetite for other foods 


¢ or cloying taste—delicious alone 
or with a variety of nutritious 


foods 
In 16-o0z. bottles. 


LAWRENCEBURG, INDIANA 


® Schenley Laboratories, Inc. 
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A. Kimbrough, Jr., Philadelphia, Pennsylvania, who resigned 
because of the pressure of other duties. 

The Southern Section of the College of American Pathologists 
met at Durham and Chapel Hill on February 13-14. Dr. Roger 
D. Baker of Duke presided at the seminar on dermatology 
and Dr. W. R. Berryhill, dean of the University of North 
Carolina, presided at the dinner meeting. 

University of North Carolina, Chapel Hill, has been awarded 
a grant of $21,942 by the National Foundation for Infantile 
Paralysis for investigations dealing with virus research, under 
the direction of Dr. Edward C. Curren, Jr., professor of pedi- 
atrics; and Duke University, Durham, $9,928 for projects 
seeking improved methods of treatment, under the direction of 
Dr. J. E. Markee, professor of anatomy. 

Dr. Carl W. Gottschalk at the University of North Carolina, 
Chapel Hill, and Dr. Homer A. Sieber at Duke University, 
Durham, are receiving heart traineeships under the clinical 
traineeship program of the National Heart Institute. 


OKLAHOMA 


The Oklahoma State Medical Association will hold its annual 
meeting in Tulsa, April 13-20. 

American College of Surgeons will hold a two-day sectional 
meeting in Oklahoma City, Oklahoma Biltmore Hotel, March 
4-25. Dr. Cyril E. Clymer, professor of surgery, University 
of Oklahoma School of Medicine, Oklahoma City, is chairman 
of the local Committee on Arrangements. 

Dr. Anne C. Courtright is the new assistant director of the 
Oklahoma County Health Department. 

Dr. Laurence O. Short has been appointed acting director 
of the Tillman County Health Department. 

Dr. Harold Baugh, Meeker, has been appointed county su- 
perintendent of health of Lincoln County. 

Dr, F. M. Adams, for thirty-nine years medical superintend- 
ent of the Eastern State Hospital, Vinita, was recently honored 
by the Tulsa County Health and Welfare Association. He 
was presented with a certificate award for “faithful service 
and outstanding leadership.” 

Dr. Henry K. Speed, Sayre, was recently elected president 
of the Sayre Chamber of Commerce. 

Drs. Udonna C. Boon, Denis $. Downey and William H. Cook 
of Chickasha, and Dr. Louis A. Hahn of Guthrie were recently 
awarded pins and certificates by the Oklahoma State Medical 


Association in recognition of their fifty years of service as 
physicians. 


SOUTH CAROLINA 


A portrait of Dr. Kenneth Merrill Lynch was presented to 
the Medical College of South Carolina, Charleston, at the 
Founder’s Day Dinner on November 6, 1952, this portrait 
being the gift of the alumni and friends of the college. Dr. 
Lynch is now and has been since 1948 President of the Col- 
lege, having previously served as Dean, Vice-Dean and Pro- 
fessor of Pathology. Dr. Jack C. Norris, Atlanta, an alumnus 
of the College, delivered the address of presentation of the 
portrait. Dr. Wyman W. King, Batesburg, an alumnus, was 
Chairman of the Committee and unveiled the portrait. Dr. 
John T. Cuttino, Dean, accepted the portrait for the College. 
Dr. Lynch spoke in acknowledgement. 

Dr. Robert W. Patton has opened offices in Rock Hill for 
the practice of general medicine. 

Dr. H. Neils Wessel, formerly of New York State, has opened 
offices in Greenwood for the practice of urology. 

Dr. Charles L. Josa, a native of Hungary, has joined the 
staff of-the State Training School at Clinton. 

Dr. Eugene Yeargin has returned to Greenville to practice 
pediatrics after being released from military service. 

Dr. Malcolm L. Marion has opened offices in Chester for 
the general practice of medicine, after being released from 
active duty with the Army. 

Dr. Robert R. McKnight, Columbia, has moved to Augusta, 
Georgia to take over the practice of Dr. Gus Carswell. He 
will continue the practice of orthopedic surgery. 

Dr. Albert D. Warshuer has opened an office in Charleston 
for the private practice of anesthesiology. 


TENNESSEE 
The Tennessee State Medical Association will hold its annual 
meeting in Memphis, April 13-16. 


The Mid-South Postgraduate Medical Assembly, Sixty-Fourth 
Annual Session, met in Memphis, at the Hotel Peabody, Febru- 
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Cross section of active duodenal ulcer. 35x. 


Searle Introduces Pro-Banthine® 


Smaller dosage, better taste, fewer side effects in new product 


The laboratories of G. D. Searle 
& Co., after continued research in 
anticholinergic agents, now intro- 
duce a new and improved drug 
for use in the treatment of peptic 
ulcer, intestinal hypermotility and 
other parasympathotonic condi- 
tions, in its recently perfected Pro- 
Banthine. 

Because of its high potency and 
greater specificity, Pro-Banthine 
permits smaller dosage. In a dos- 
age of one tablet (15 mg.) with 


meals and two tablets at bedtime, 
minimal side effects may be ex- 
pected. 

Pro-Banthine has a neural in- 
hibiting effect on both the sym- 
pathetic and parasympathetic 
ganglia as well as an atropine-like 
action on the postganglionic nerve 
endings of the parasympathetic 
system. 

Provided in oral dosage form— 
15 mg. sugar-coated tablets. 
SEARLE Research in the Service of Medicine 


*Brand of Propantheline Bromide. Trademark of G. D. Searle & Co. 
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rely on the ESKACILLINS* 


the palatable liquid penicillin preparations for oral use 


Because they are readily soluble in gastric juice, the ‘Eskacillins’ 
are more rapidly absorbed than are the newer, highly insoluble salts 
of penicillin such as benzethacil. Consequently, you obtain far 


higher blood levels with the ‘Eskacillins’. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. 
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Acomparison of the average serum 


concentrations in the same patients after (averages of a series of patients, oral fasting) 
a single oral dose... 


‘Eskacillin’ vs. one of the newer, highly insoluble penicillin salts 
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Source: Foltz, E. L., and Schimmel, N. H.: Antibiotics & Chemotherapy, to be published. 


per teaspoonful the ‘Eskacillins’ 


‘Eskacillin 50’ 50,000 units potassium penicillin G 
‘Eskacillin 100’ 100,000 units potassium penicillin G } 
‘Eskacillin 250’ 250,000 units procaine penicillin G : 
‘Eskacillin 500’ 500,000 units procaine penicillin G , 
‘Eskacillin 100-Sulfas’ 100,000 units potassium penicillin G plus 0.5 Gm. of three 
sulfonamides (sulfadiazine, sulfamerazine, sulfamethazine) 
‘Eskacillin 250-Sulfas’ 250,000 units procaine penicillin G plus 0.5 Gm. of three . 


sulfonamides (sulfadiazine, sulfamerazine, sulfamethazine) 


hours 2 3 6 7 8 J 
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When age factor 
MANDELAMINE* 
combines caution with 


control in the therapy 


of URINARY 
INFECTIONS 


because it usually “can be given intermittently for long periods 
without toxicity and at relatively low cost.’’! 


“Of importance because of its frequent occurrence and refractoriness 
to all antibiotics is chronic non-specific prostatitis.”’* 


The danger of toxic reactions may preclude administration of 
sulfonamides to patients who require protracted therapy. 


1. Hinman, F., Jr.: California Med. 7:1 (Jan. )1952. 
2. Furlong, J. H.: Delaware State M. J. 24:170, 1952. 


Recommended therapeutic dosage: 3 to 4 tablets t.i.d. 


NEPERA CHEMICAL CO., INC. 
as Pharmaceutical Manufacturers « Nepera Park, Yonkers 2, N. Y. 


® Brand of meth H del 
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NO MATTER WHAT ELSE 
ARTHRITIS CALLS FOR 


; Regardless of other medication indicated, 
Pabirin is advantageous in every pat 
_with arthritis, neuritis, myositis, gouty arth- 
ritis, or rheumatic fever. It quickly contro 
pain, improves joint mobility; i in rheumatic 


awtower dosage, higher salicylate lev 
made possible by the presence of PABA. 


Sodium free, hence con be given in 
disease and with ACTH and cortisone. 


Guards Cc loss in 
intensive salicylate merapy. 


Also available is Pabirin — 


“with Codeine, each capsule 


Fig 


47 
Pabirin capsule contains: e Better tolerated, because acetyisalicylic ac 2 
containing gr. ot codeme SMITH-DORS Lincoln,Nebraska 
phosphate in addition, Division of THE WANDER COMPANY 
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in leukorrhea, itch and burning 
due to monilial vaginitis... 


nothing works 
like gentiasjel 


only gentia-jel offers gentian 
violet in the new plastic single- 
dose disposable applicator for 
the daintiest, easiest way to 
apply this specific in pregnancy 
moniliasis. 


gentia-jel offers rapid, dramatic 
relief of symptoms. ..93% clini- 
cal cure and improvement rate. 


only gentia-jel offers gentian 
violet therapy for safe daily use 
by the patient throughout en- 
tire pregnancy...without messi- 
ness and with minimal staining. 


samples of gentia-jel... write 


WESTWOOD PHARMACEUTICALS 


division of Foster-Milburn Co., Dept. SM 
468 Dewitt St., Buffalo 13, N.Y. 
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— -sed-ine 


Carbromal with Scopolamine 


A new, non-barbiturate formula for daytime use 
To calm the tense and nervous patient 


CAR-SED-INE fills a long-felt need 
for a non-hypnotic, non-narcotic 
sedative that can be safely pre- 
scribed for daytime sedation with- 
out dulling the senses or producing 
unwanted drowsiness. 


CAR-SED-INE combines two drugs 
of established clinical efficacy and 
safety: 


Carbromal “. . . a dependable seda- 
tive. It allays excitement 
and anxiety and tends to 
restore quietude and tran- 
quility.”! 

Scopolamine “... certainly .. . is 
effective in relieving the 
patient’s emotional disturb- 
ances.” 


FORMULA: each tablet contains 
Carbromal, 250 mg., and Scopola- 
mine HBr., 0.1 mg. 


DOSAGE: one tablet (in rare ak ACAL COMP. 
cases, two) two to four times RAYME Philadelphia 34, P 


daily, as required. 


Supplied, on prescription only, in 
bottles of 100 and 1,000 tablets. 


1. Krantz, J.C. & Carr, C.J.: Pharma- 
cological Principles of Medical Practice, 
Williams & a Wilkins Co., Baltimore, 
Md., 1951. 

2. Goodman, L. & Gilman, A.: The 
Pharmacological Basis of Therapeutics. 
The Macmillan Co., New York City, 
1941. 


Serving the medical profession for nearly a third of a century. 
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ary 10-13. Dr. H. T. Smith, president, McGee, Arkansas, 
presided. Dr. Thurman Crawford, Memphis, is the secretary. 

Oak Ridge Institute of Nuclear Studies’ Special Training 
Division will hold an advanced course in Autoradiography 
from June 15-25, and three basic courses in radioisotope tech- 
niques for four weeks duration, beginning on June 8, July 6 
and August 10. Application forms and additional information 
may be.obtained from the Special Training Division, Oak 
Ridge Institute of Nuclear Studies, P. O. Box 117, Oak Ridge, 
Tennessee. 

Wallace Sanitarium, Memphis, has named Dr. Samuel Paster, 
chief of staff; Dr. Marvin L. Lathram, assistant chief of staff; 
and Dr. James A. Wallace, secretary. 

Dr. Richard L. Whittaker, formerly of Knoxville, has 
located at Goodlettsville for the practice of medicine. 

Fort Sanders Hospital has named Dr. Richard Mcllwaine, 
chief of staff succeeding Dr. W. R. Cross; and Dr. Eugene 
Haun succeeding Dr. Alton Absher. 


Dr. J. H. Gammon, Knoxville, has been appointed to repre- 
sent Tennessee at the first Western Hemisphere conference 
of the World Medical Association. 

Erlanger-Children’s Hospital's newly elected officers to the 
medical staff are: Dr. Edward F. Buchner, Jr., chief of staff; 
Dr. George Shelton, vice-chief of staff; and Dr. Moore J. Smith, 
Jr., secretary-treasurer. The staffs of these two hospitals are 
combined for the first time. 

Dr. L. McKenzie Cross, Decatur, has located at Benton for 
the practice of medicine. 

Nashville Surgical Society at its annual business meeting 
held in Nashville recently, elected Dr. Rollin Daniel, Jr., 
president, succeeding Dr. James C. Gardner; Dr. Daugh W. 
Smith, vice-president; and Dr. Louis Rosenfeld, secretary- 
treasurer. 

Dr. Roland D. Lamb has returned to Nashville to resume 
his practice of gynecology after being released from active 
duty with the U. S. Air Force. 

Dr. E. F. Crocker, formerly of Milan, has moved to Fulton, 
Kentucky where he will take over the practice of Dr. Walter 
B. Grennell at Haws Memorial Hospital. 

Dr. Odon F. von Werssowetz, professor of physical medicine, 
Meharry Medical College and Chief of Physical Medicine Re- 
habilitation Service, Thayer Veterans Administration Hospital, 

Continued on page 58 


THE OPHTHALMOLOGICAL STUDY COUNCIL 
LANCASTER COURSES IN OPHTHALMOLOGY 


Colby College, Waterville, Maine 
June 22 to September 5, 1953 


SUBJECTS INCLUDED 


Anatomy Pharmacolog 
Histology Neuro-Ophthalmology 
Embryology Motor and Sensory 
Heredity Refraction 

Pathology Slit Lamp 
Bacteriology Perimetry 

Optics Surgical Principles 
Physiological Optics Glaucoma 


Visual Physiology 
Bio-Chemistry 


General Diseases and 
Ophthalmoscopy 


Fee: $325.00 Veterans’ Tuition Paid by Veterans 
Administration 


Adequate living quarters on the college campus 


For further information write 

Ophthalmological Study Council, 
243 Charles Street 

Boston 14, Massachusetts 
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VITA-FOOD 


| YE 


TWO 


IMPORTANT REASONS 


FOR THE OVERWHELMING 
PREFERENCE FOR 


VITA-FOOD 


BREWERS’ YEAST 


VITA-FOOD is 
1. Genuine Grain-Grown 


2. Full Strength 


ASSAY Per Ounce 
(2 heaping tablespoonfuls) 


Thiamin 4.2 mg. 
Riboflavin 1.4 mg. 
Niacin 11.3 mg. 
Pantothenic Acid 3.4 mg. 
Choline 119.0 mg. 
Inositol 113.4 mg. 
Pyridoxine 800 meg. 
Folic Acid 110 meg. 
Biotin 30 meg. 
Para-Amino-Benzoic Acid 280 mcg 


Plus independent vitamin B growth, lac- 
tation, pellagra-preventive, and other vitamin 
B factors natural to genuine Brewers’ Yeast. 


VITAMIN FOOD CO., Inc. 


NEWARK 4, NEW JERSEY 


Vol 


= 
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friendly in taste 

— tastes like chocolate 
pudding—readily taken by 
children ...or adults. 


friendly to normal aciduric 
flora — the type essential 

to normal peristalsis. 
Suppresses putrefactive 
bacteria to obviate 
distressing flatulence. 


friendly in effectiveness 
— so gentle, no rush, no 
griping, strain or leakage. 
Lubricates, softens 
intestinal contents. 
Evacuations are moist, 
comfortably 

passed. 


NEO-CULTOL 


L. Acidophilus in chocolate-flavored mineral oil jelly 


Send for tasting and testing samples. 


friendly 
to the 


constipated 
colon 


Wide-mouth jars of 6 oz. 


gton'chemical | 
Y 


Vitamin Corporation 


all 
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BIFACT 


Intrinsic Factor 
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Vo 


another feather 


in Organon's cap 


/ 


been capped with the development of a 
reliable intrinsic factor preparation — for 
the first time guaranteeing oral vitamin B,2 
absorption for all patients. Just two tiny 
Bifacton* tablets (Vitamin B,. with Intrin- 
sic Factor Concentrate) constitute 1 U.S.P. 
anti-anemia unit — sufficient to maintain a 
pernicious anemia patient for an entire 
day. Never before have physicians had 
available a reliable oral anti-anemia prep- 
aration of such concentration and potency 
— never before have they had assured vita- 
min B,, absorption for all patients. Bifacton 
is available in boxes of 30 tablets. 


Organon’s long list of achievements has 


Organon INC. e ORANGE, N. J. 


*Patent Pending 
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medicatiae it is | 
promptly eradicated 
erful antibacterial action 


of the cervix is indicat 


‘uracin Vaginal Suppositories 
and: post-operatively 


TO MINIMIZE MALO 


FURACIN® 
VAGINAL SUPPOSITORIES 


contain Furacin 0.2%, brand of nitrofurazone 
N. N. R. in a base which is self-emulsifying in 
vaginal fluids and which clings tenaciously to 
the mucosa. Each suppository is hermetically 
sealed in foil which is leakproof even in hot 
weather. They are stable and simple to use. 

These suppositories are indicated for bacte- 
rial cervicitis and vaginitis, pre- and post-opera- 
tively in cervical and vaginal surgery. 


Literature on request 


CAHN Inc 


NORWICH NEW YORK 


tnd. 

Therapy in Cervicitis and Vaginitis 

Soa 
: 

= 
TROFURANS 
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You can expect these results with NEO-PENIL* 
in BRONCHOPULMONARY DISEASES: 


‘‘Neo-Penil has been more satisfactory than other forms 
of systemic penicillin in the management of the acute 
episodes and chronic phases of bronchopulmonary sup- 
puration.”"! 

“Our own evidence would indicate that it is a more effec- 
tive form of penicillin in patients with chronic pulmonary 
emphysema and bronchopulmonary infection.’ 


‘“NEO-PENIL’ IS THE NEW ANTIBIOTIC AGENT —derived from 
penicillin—WHICH GIVES HIGHER 
CONCENTRATIONS IN THE LUNG AND SPUTUM 


‘Neo-Penil’ has also been reported to give higher 
concentrations in brain tissue, spinal fluid, umbilical 
cord blood, pleural and ascitic fluids, and in red and white 
blood cells; and may also concentrate in bone marrow, 
spleen, and lymphoid tissue. Further work may demon- 
strate that ‘Neo-Penil’ is useful in treating bacterial 
infection in these tissues. 


Full information for use accompanies each vial. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, 1. Katz, S.: GP 6:72 (Dec.) 1952. 
S.K.F. (penicillin G diethylaminoethyl ester hydriodide) 2. Segal, M.S., and Dulfano, M.J.: GP 7:57 (Jan.) 1953. 
Patent Applied For 
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to relieve smooth 
muscle spasticity. 


Dennalate incorporates the ph logical features —bital, 0.052 mg. hyoacyamine suifate, 0.01 mg. atro- 
of Robalste for peptic ulcer) and Donnatal (for pine sulfote, ond 0.003 mg. hyoscine ‘hydrobromide 
spoamolysis). Dennalote Toblet containg Gm. (the eqvivalent of one Robalate tablet pivs one-halt of 
dihydroxy alumi 8.3. mg. phenob one D tablet) 


A.W. ROBINS CO., INC. Phermateuticals of Merit since RICHMOND 20, VIRGINIA 


3 
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e 
We tension und 


X-Ray” 
now 


r CIVILIAN use 


You’ve probably already heard of 
the “one-minute” Picker-Polaroid radiograph. 
Introduced a little over a year ago, this dramatic development 


was immediately accepted by the Armed Services which requisitioned 
the entire output for military needs. Ever since, we have been struggling 


to increase production to the point where parallel civilian needs 


could at least be partly met. That point has now been reached. Limited 


quantities are becoming available to civilian users. 


The Picker-Polaroid system is an adaptation to radiography 
of the self-development principle of the Polaroid Land Camera. 
The whole job takes only a minute . . . can be done in broad 
daylight ... needs no darkroom, no solutions, no dryer. 

It is all incredibly simple and quick: (a) you load the cassette 
(b) make the exposure (c) put the cassette in the automatic 
processing box. Wait sixty seconds: open the box and there’s 
your finished radiograph ... flat, dry, ready for use. 

Its speed and convenience have already proven invaluable in 
the operating room for hip-pinning and similar procedures;. 
for emergency hospital admissions, for work with 

portable and mobile x-ray units. 


Since quantities are still limited, those wishing to obtain 
Picker-Polaroid equipment supplies would do well to 
communicate at once with either their local Picker office, 
or with Picker X-Ray Corporation, 25 South Broadway, 
White Plains, New York. 
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THE PACKET 


THE AUTOMATIC PROCESSOR 


POLAROID 
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NEW G & S BOOKS FOR THE CLINICIAN 


INFECTIOUS MONONUCLEOSIS 
SIDNEY LEIBOWITZ, M.D., Beth Israel Hospital, New York. The first comprehensive 
review in monograph form. 178 pp., $4.75 


GOUT AND GOUTY ARTHRITIS 
JOHN H. TALBOTT, M.D., University of Buffalo Medical School. Emphasizes recent ad- 
vances in diagnosis and treatment. 100 pp., about $4.00 


ROENTGEN-DIAGNOSTICS 
SCHINZ, BAENSCH, FRIEDL and UEHLINGER. First American translation arranged 
and edited by James T. Case, M.D. The definitive work, superbly illustrated, Vol. 1, 
Skeleton (Pt. 1) 868 pp., $36.00; Vol. II, Skeleton (Pt. 2) 1183 pp., $45.00; Vol. III, 
Heart and Lungs (ready in May), about $40.00; Vol. IV, G-I Tract, Gynecology, Urology 
(in prep.). 

ROENTGEN DIAGNOSIS OF THE HEART AND GREAT VESSELS 
ERIC ZDANSKY, M.D., translation by Lynn J. Boyd, M.D. A classic in the German, this 


thoroughgoing, practical guide is now available in English. 
(ready in May), about 400 pp., about $12.00 


CANCER CYTOLOGY OF THE UTERUS (Introducing a New Concept of Cervical Cell 
Pathology) 
a | ERNEST AYRE, M.D., Dade County Cancer Institute, Miami. As much of interest to the 


general practitioner as to the pathologist and cytologist. Many color illustrations. 
422 pp., $14.50 Be, 


(NOTE: All books may be ordered for examination on an “on approval” basis.) 


GRUNE & STRATTON, INC. 381 FOURTH AVENUE, NEW YORK 16, N. Y. 


- For the Failing Heart of Middle Life 
Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 


the patient comfortable. Theocalcin strengthens heart 
action, diminishes dyspnea and reduces edema. 


4 


Continued from page 50 


Nashville, was recently elected an honorary member of the 
Mid-West Clinical Society. 


TEXAS 


The Texas Medical Association will hold its annual meeting 
in Houston, April 26-29. 

Dr. L. H. Reeves, Fort Worth, has been named to repre- 
sent Texas at the joint meeting of the World Medical Associ- 
ation and the Pan American Medical Confederation to be held 
at Richmond, Virginia, April 23-25. 

Dr. S. W. Thorn, Houston, has been appointed to serve as 
state chairman of the American Medical Education Foundation. 

Dr. Willard W. Schuessler, El Paso, was elected president- 
elect of the Southwestern Medical Association at its annual 
meeting held recently at Albuquerque, New Mexico, and Dr. 
Celso Stapp, El Paso, secretary-treasurer. The 1953 meeting 
will be held in Tucson, Arizona. 

Dr. Michael E. DeBakey, Houston, was elected first vice- 
president of the Western Surgical Association at its recent 
annual meeting held in Houston. 


VIRGINIA 


Virginia Society of Ophthalmology and Otolaryngology will 
hold its next meeting at Homestead, Hot Springs, May 4-5, 
under the presidency of Dr. A. D. Morgan, Norfolk. 

Dr. George G. Ritchie, Jr., Richmond, has been named 
assistant medical director of the Richmond City School Board 
to work with Dr. C. L. Outland, director. 

Dr. Thomas Harrison Hunter, formerly associate dean, Wash- 
ington University School of Medicine, St. Louis, on February 1 
became dean of the University of Virginia School of Medicine, 
Charlottesville. The former dean, Dr. Vernon W. Lippard, 
resigned that office to become dean of medicine at Yale 
University School of Medicine, from which he graduated in 
1929. 


Four physicians who were guests of honor at a dinner given 
by the medical staff of Kings Mountain Memorial Hospital, 


Continued on page 62 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


Classified Advertisements 


FOR SALE—Government Surplus, Hospital, X-Ray and Med- 
ical Equipment. Very Reasonable. A. H. Smullian & Com- 
pany, P. O. Box 4867, Atlanta, Georgia. 


WANTED—For October 1, Physician for Alabama State 
Mental Institution. Salary $6,000.00 to $7,800.00. Must 

Licensed. Write Dr. J. 8S. Tarwater, Superintendent The Bryce 
Hospital, Tuscaloosa, Alabama. 


ENT RESIDENTS WANTED—EENT HOSPITAL, averages 
50,000 out-patient visits annually, adequate supervision, in- 
struction, surgery under board men. Apply at once: EENT 
Hospital, 145 Elk Place, New Orleans 12, Louisiana. 


AN OPPORTUNITY to become associated with the center 
of advanced tuberculosis treatment and surgery in Maryland. 
With the opening of a new hospital building, the Mount 
Wilson Sanatorium has immediate positions for Chief Phy- 
sician and Senior Physician. Applicants for the position of 
Chief Physician must have had four years in a tuberculosis 
hospital, or hospital training in internal medicine, chronic 
disease or surgical medicine, one year of which must have been 
in a supervisory or administrative capacity. Salary Scale: 
$7560-9450 a year. Applicants for Senior Physician must have 
had a residency of two years in a tuberculosis hospital, or in 
internal medicine, chronic disease or physical medicine. Salary 
Scale: $6600-8250 a year. STATE MERIT SYSTEM POSI- 
TIONS insure security, liberal vacation and sick leave, auto- 
matic salary increases and Retirement Benefits. Contact Dr. 
Leon Heatherington, State Department of Health, 2411 N. 
Charles Street, Baltimore 18, Maryland. 


FOR SALE—General and surgical practice. Owner retiring. 
Practice largely Urology and Gynecology. Established 50 years. 
Practice located in same office for twenty-eight years in 
southern city of 350,000; million population from which to 
draw. Will introduce. Contact SI, c/o SM 


WANTED—General Practitioner to assume practice on_per- 
centage basis for three years, then to own practice outright. 
Practice has netted $28,000 yearly for the past three years. 
Owner leaving state for specialized training. For details 
contact P. O. Box 2104, Birmingham, Alabama. 


WANTED—Recent graduate with at least one year internship 
and preferably one year residency who desires graduate in- 
struction in gastroenterology, endocrinology, diabetes, etc. 
Apply to: Seale Harris Clinic, 2219 Highland Avenue, Bir- 
mingham, Alabama. 
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discovered in thé Research Laboratones-of 


Chas. Pfizer & Co., Ine. ... clinically active 


porticularly against penicillin—resistant 


gram-positive pathogens . .. 
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particularly effective agai se 
‘of 


wee 


Experimental and clinical studies 


indicate Magnamycin is 


exceptionally well tolerated 


Now available 


Magnamycin Sugar Coated Tablets (100 mg.) 
Bottles of 25 and 100 


ANTIBIOTIC DIVISION 


| 

« 
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gram-positive organisms 
‘often resistant to penicillin 


STAPHYLOCoccI W 
ENTEROCOCCI 

AND OTHER 
STREPTOCOCCI 


-sactive in vitro against other 


including: 


GONCCODE!, PE UMOCOCC!, MENINGOCOCC!, HEMOPHIL UB IMPLISENZAE 
PLEURCPNEU MOMIA-LIME ORGANISMS 
COMYMEBACTERIA. ERYQIPELOTHMIX, LISTERIA 


CERTAIN RICKETTSIAL VIRAL AND PROTOZOAN ORGANISM 


6, New York 
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Continued from page 58 


Bristol, are: Dr. Joseph S. Bachman who practiced in the bi- 
state city of Bristol (Tennessee and Virginia) for 62 years; Dr. 
Arthur J. Edwards for 52, Dr. W. R. Rogers for 51, and Dr. 
Samuel R. McDowell for 43 years. The honored guests were 
given inscribed silver plates and smoking jackets. 


WEST VIRGINIA 


West Virginia State Association has approved affiliation of 
the Virginia Diabetes Association with the provision that the 
membership of that organization be limited to physicians. 

Dr. Robert W. Hibbard and Dr. Robert J. van de Wetering 
have been released from active service after serving in the 
USNR for several months. 

Dr. George W. Hogshead, Nitro, has been recalled to active 
service in the Medical Corps of the Navy and is located at the 
Naval Air Station, Norfolk. 

Dr. Sobisco S. Hall, Clarksburg, who retired January | as 
president of the West Virginia State Medical Association, auto- 


Aminophyllin... 


a “most effective single agent 


for prompt relief’ of severe 


bronchial asthma 


“useful as a peripheral vasodilator and 


myocardial stimulant” in 
pulmonary edema 
paroxysmal dyspnea 

of congestive heart failure 
Cheyne-Stokes respiration 


250 E. 43rd St. « New York 17 
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matically took office as chairman of the Council, succeeding 
Dr. Frank J. Holroyd, Princeton. Dr. Holroyd continues as 
a member of the Council. 

Dr. I. E. Buff, Charleston, has completed a short course 
in cardiology and ballistography at the National Heart Insti- 
tute in Mexico City. 

Dr. Augustavus B. Capito, Charleston, has been named to 
represent West Virginia at the first Western Hemisphere 
conference of the World Medical Association, Richmond, Vir- 
ginia, April 23-25. 

Dr. Marion Kizinski, Parkersburg, 

Dr. B. F. Montague, Jr., formerly of Charleston, has moved 
to Montgomery, Alabama where he is a member of the med- 
ical staff of the Veterans Hospital. 

Dr. Henry Aldis, Shepherdstown, has moved to Fort Scott, 
Kansas, where he is a member of a group operating the Fort 
Scott Clinic and Hospital Corporation. 

Dr. Charles S. Harrison, Clarksburg, has been elected to 
fellowship in the American Academy of Obstetrics and Gyne- 
cology. 

Dr. Paul C. Sousby, St. 
of the St. 


has moved to Weirton. 


Albans, has been elected president 
Albans Chamber of Commerce. 


aminophyllin 


(theophylline-ethy! diamine) 


readily 
soluble for 
rapid 
therapeutic 
effect. 


TABLETS * AMPULS 
POWDER 
SUPPOSITORIES 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 


nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Grounds 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. 


H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


= Ve 
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Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100. bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D 


James L. Chitwood, M.D. 
Medical Consultant 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive ‘Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. 
MEDICAL DIRECTOR 


Jas. N. BRAwNER, JR., M.D. 
ASSISTANT DIRECTOR AND 
SUPERINTENDENT 


ALBERT F. BRAwNER, M.D. 
RESIDENT SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 
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WESTBROOK SANATORIUM 


i iatri i PAUL V. ANDERSON, M.D. 
eA private psychiatric hospital em Staff — 


ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 


ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational and — 

recreational therapy—for nervous and THOMAS F. COATES, MD. 

mental disorders and problems of —- 

eddicsi R. H. CRYTZER, Administrator 
iction. 


P. O. Box 1514 


RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


@ Diagnostic and Therapeutic 
Facilities 


@ Internal Medicine and 

Gastroenterology 
@ Gynecology and Obstetrics 


@ Radiology—X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 


@ Hotel facilities available = 


3636 ST. CHARLES AVENUE 
Phone UPtown 9580 e New Orleans, La. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 
ALEXANDER G. BROWN, JR., M.D. 
MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 


Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Orthopedics: 
BEVERLEY B. CLARY, M.D. 


Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 


Ophthalmology, Otolaryngology: 
W. L. MASON, M.D. 


Pathology: 
REGENA BECK, M.D. 
Director: 


Surgery: 

A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.DS. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 


Physiotherapy: 
LIV E. LUND 


CHARLES C. HOUGH 


THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each 
floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above 


sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification o! 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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CARROL TURNER SANATORIUM 
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MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emo- 
tionally disturbed patients 


Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 


patient 


The main building and hospital department of the Sanatorium is 


shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 


We 


; 
| 

z 
| f 
: 


SOUTHERN MEDICAL JOURNAL 


a strong start... 


Strong muscle development and 
excellent tissue turgor 
characterize the sturdy growth 

of babies fed Olac", Mead’s 
powdered formula. 

Olac supplies milk protein in 
exceptionally generous amounts. 
Its fat, a single highly 

refined vegetable oil, is well 
tolerated and easily assimilated. 
Dextri-Maltose, supplementing 
the lactose of the milk, 
meets energy needs and for bq 
A and D supplements are also 
included in the formula. 

Olac is easily mixed with 
warm water—| measure to 
each 2 ounces water makes a 
formula supplying 20 calories 
per fluid ounce. 

Olac is ideal also for 
supplementary and 
complementary feedings of 


th full term 


spares protein. Vitamin and premature infants 


babies. 
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“for the first time in his life 


he developed a real appetite.” 


Here is a case history from a Philadelphia Pediatrician. It illustrates 
the clinical results achieved with “Trophite’ in below-par children: 


Patient: Jim B., age 12, height 55 inches, weight 75 pounds. “. . . 
had been a very marked feeding problem since birth . . . was always called 
the ‘runt’... .a psychological problem.” 


Treatment: “He was started on ‘Trophite’ and for the first time 
in his life he developed a real appetite.” One teaspoonful of “Trophite’ 
daily for 2 years. 


Results: During first year he gained 13 pounds and grew 3 inches. 
“His appetite continued to improve...” At the end of 2 years he weighed 
108% pounds and was 63 inches tall—a total gain in weight of 33% 

pounds and increase in height of 874 inches. 


Comment: “.. . no longer the ‘runt’ in his class... a much happier and 
better adjusted child.” 


Smith, Kline & French Laboratories, Philadelphia 


to increase appetite and growth 
in below-par children 


One teaspoonful (5 cc.) delivers 25 mcg. of Vitamin Bj», and 
*T.M. Reg. U.S. Pat. Off. 10 mg. of Vitamin B,. 
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in penicillin therapy... 


we 


Parke-Davis procaine penicillin and 
buffered crystalline penicillin for aqueous Injection 


The high initial and prolonged 
effective levels achieved with S-R 
help control infections more certainly 
and minimize occurrence of 
drug-fast strains. 


in mixed or 
resistant 
|| Infections... 


Combined antibiotic therapy with 
S-R-D gives broad spectrum coverage 
against many gram-positive and 

many gram-negative organisms—plus 
cross fire action against organisms 
_ sensitive to S-R and to dihydrostreptomycin. 


packaging 


S-R is supplied in one-dose, five-dose and ten-dose Steri-Vials. Prepared as 
directed, each 1 cc. contains 400,000 units of S-R (300,000 units 

of procaine penicillin-G and 100,000 units of buffered crystalline peniodllin-G). 
S-R 1,000,000 units (one-dose Steri-Vial®) and S-R 10,000,000 units 
(ten-dose Steri-Vial) when prepared as directed, contain 1,000,000 units 

of S-R in each 1.25 cc. . 

S-R-D % Gm., and S-R-D 1 Gm. are supplied in one-dose and five-dose 
Steri-Vials. Prepared as directed, each dose provides 400,000 units of S-R 
and either % Gm. or 1 Gm. dihydrostreptomycin. 
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